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1INTRODUCTION
This portfolio represents a selection of work carried out while studying for Psych D in 
psychotherapeutic and counselling psychology at the University of Surrey from September 
1994 to September 1997. It has been divided into three sections. The first section 
contains essays which reflect on the theoretical underpinnings of this discipline. The 
second section deals with issues regarding therapeutic practice. The third section includes 
the research carried out during the course. The projects selected for this portfolio are 
therefore examples of academic work, practical work, and research work. They represent 
the work involved in the training of a psychotherapeutic and counselling psychologist.
21 INTRODUCTION TO THE ACADEMIC DOSSIER
The academic dossier of the portfolio consists of three essays and two reports. The first 
essay, which is titled ‘Counter-transference’, is selected from the course ‘Theoretical 
Models of Therapy’. In the essay the concepts of transference and countertransference are 
explored and the phenomenon of countertransference in contemporary psychoanalytic 
thinking is highlighted.
The second and the third essay are selected from the course ‘Advanced Theory and 
Therapy’. The former, which is titled Absence o f Therapist: Management o f The 
Therapeutic Frame’, recognises and condiders how a therapist’s absence affects the 
process of therapy and can be an integral part of the therapeutic framework. The latter, 
which is titled Assessing Client’s Suitability fo r Short-Term Psychological Therapy’, is 
concerned with the assessment of the clients’ suitability for short-term therapy using a 
cognitive approach, and what variables seem to be most highly predictive of treatment 
response.
The two reports are selected from the courses ‘Issues in Counselling Psychology’ and ‘The 
Context of Counselling Psychology’. In the first report, which is titled ‘Cultural Issues in 
Therapeutic Practice’, the role of culture in therapeutic work is discussed and principles 
from existential/phenomenological analysis is highlighted as an effective framework for 
transcultural therapeutic work. The second report, titled Assessment o f Psychological 
Care in General Practice in Iceland: Examination o f Potential Needfor Psychological 
Counselling Service in Primary Care\ is a brief discussion of the research project carried 
out in the second year of study,. The results of this pilot study give a strong indication of 
an existing need for mental health professionals providing specialised psychological 
interventions within Primary Care. Implications for Counselling Psychology are discussed 
and the role of the counselling psychologist is emphasised, in terms of developing services 
to meet the needs of clients in primary health care settings.
31.1 COUNTERTRANSFERENCE
As a trainee in counselling psychology, I was observing an experienced counsellor taking 
an initial interview with a 29 year old male whose presenting problem was drug abuse. 
Talking about his problems and describing a history of a very sad and abusive childhood, 
the young man was smiling. After the interview, during I did not say a word, one of the 
counsellors asked me ‘are you OK?’ I could not say anything but suddenly started to cry.
I didn't know why I was crying and I tried to make some excuses. The counsellor told me 
that this was something that one could expect, that sometimes in cases like this ‘you are 
just left with all the client's feelings’. This client was very much in my mind afterwards 
and I guess that the feeling I had was that I wanted to hug him like a mother hugs a son. I 
had difficulties in recognising my feelings and understanding why I felt so badly, and I was 
embarrassed having shown my weakness to the counsellor. It was not until a few days 
later when reading about the particular phenomenon, that I thought about this incident as 
countertransference.
The phenomenon countertransference is an important aspect of analytical psychotherapy. 
The classical concept of countertransference was put forward by Freud in 1910, were he 
described the phenomenon as the result of the patient’s influence on the therapist's 
unconscious feelings in the therapeutic settings. According to Freud, in 
countertransference the analyst transfers elements from his past or present unconscious or 
unresolved emotional conflicts to the analytic situation. He saw this phenomenon as 
hindering the analyses and suggested that it should be avoided by the analyst refusing to 
become involved with the patient and become aware of the sources of countertransference 
by means of his own self-analysis (Freud, 1910).
Thus, the term countertransference was originally described in that way but since it has 
acquired another important meaning. In recent years, interest in countertransference as an 
important component in psychoanalytic psychotherapy has increased among the various 
psychoanalytic schools (Epstein and Feiner, 1988). However, definitions seem to vary and
4Epstein and Feiner describe three conceptions currently in use: ‘(1) the totalistic 
conception, in which all feelings and attitudes of the therapist toward the patient are 
considered countertransference; (2) the classical conception, in which countertransference 
is viewed as the unconscious resistive reaction of the analyst to the transference of the 
patient, or parts of the patient, and as containing both neurotic and nonneurotic elements; 
and, (3) the view of countertransference as the natural, role-responsive, necessary 
complement or counterpart to the transference of the patient, or to his style of relatedness’ 
(p.293). In 1972, Rycroft (cited in Clarkson, 1993, p. 182-184) defined 
countertransference as: ‘ 1. The analyst's transference on his patient. In this, correct, 
sense, countertransference is a disturbing, distorting element in treatment. 2. By 
extension, the analyst's emotional attitude towards his patient, including his response to 
specific items of the patient's behaviour. According to Heimann (1950), Little (1951), 
Gitelson (1952), and others, the analyst can use this latter kind of countertransference as 
clinical evidence, i.e. he can assume that his own emotional response is based on a correct 
interpretation of the patient's true intentions or meaning’.
As can be seen from Rycroft's definition there are two thematic constructs of 
countertransference, i.e., one constituting countertransference as a hindrance involving the 
analyst's transference onto the patient, and the other the analyst's use of his own 
unconscious to understand the patient. In this essay, countertransference in contemporary 
psychoanalytic thinking will be highlighted and an attempt will be made to explain the 
importance of countertransference in understanding what is going on in the sessions.
Countertransference in Contemporary Psychoanalytic Thinking
Heimann (1950), first drew attention to the fact that thoughts and feelings experienced by 
the therapist during psychotherapeutic sessions may at times reflect what is going on in the 
patient, therefore, by payipg careful attention to what he himself feels, the therapist may 
become aware of his client's feelings and of what is going on in the interaction between 
the client and himself. FJeimann's contribution was to show clearly that the reaction of the
5analyst may usefully be the first clue to what is going on with the patient. She assumes 
that the analyst's unconscious understands that of his patient. In this sense, 
countertransference is not seen as inappropriate or a barrier to understanding but can be 
used as a vital tool in therapy. Heimann (1950), also extended the term 
countertransference to include all of the feelings that the therapist experiences toward his 
patient, not restricting it to unresolved emotional conflict appearing in the therapist's 
response as did Freud.
Heimann suggested that the analyst's countertransference should not be communicated to 
the client but should be used to gain insight into the client's conflicts and defences. 
According to Langs (1976), this is the view that analysts of almost all schools agree to. 
However, the view that the therapist should not withhold his feelings from the client in the 
therapeutic relationship has been put forward by Margaret Little (1951). She 
recommended that the therapist, i.e. when making a wrong interpretation, should admit his 
mistake and even explain that it is derived from his unconscious countertransference.
Little also pointed out that the client often becomes aware of real feelings in the therapist 
sometimes before the therapist himself recognises them and then what comes from the 
client may occasionally be a ‘real countertransference interpretation for the analyst’ (1951, 
p.39). In 1957, Little also recommended that the therapist should communicate his 
countertransference reaction to severely disturbed patients, that is, the therapist should feel 
free to react spontaneously according to his feelings towards the patient. This would be of 
benefit for the patient because this type of patient would need to experience the therapist 
as a human being.
In 1949, Winnicott (cited in Epstein and Feiner, 1988 ) distinguished the idiosyncratic from 
the therapeutically useful countertransference. He emphasised the importance of 
countertransference as a useful source of information about the patient and about the 
ongoing process of the analysis. He stressed that the main task of the therapist was to 
maintain objectivity, i.e. during the therapeutic session, if the patient objectively evoked
6feelings of hate in the therapist, this feeling needed to be acted out by the therapist in order 
to give the patient the kind of feedback that he might need. Such a feedback was seen by 
Winnicott as fulfilling the patient's maturational need. He emphasised that it was 
necessary for the therapist to get rid of intense countertransference feelings in order to be 
able to work constructively with his patient.
In a paper written by Racker in 1953 (cited in Epstein and Feiner, 1988), he described the 
tendency shared by analysts who, under certain conditions, can find themselves in the 
child's emotional position against the patient-parent. Racker called this tendency and its 
manifestations ‘the countertransference neurosis’, implying that this was a normal 
development in the therapist’s responding to his patient, and rejecting the classical view 
that countertransference signified a pathological problem within the therapist. In Racker's 
view, once the therapist had identified his own emotional state, he is in a position to gain 
significant information about the patient's immediate ego state.
Epstein and Feiner (1988), explain how Racker distinguishes between the direct and 
indirect countertransference. Direct countertransference is the therapist's response to the 
patient whereas indirect countertransference is a response to an emotionally significant 
other person outside the therapeutic relationship. Racker also divided direct 
countertransference into two processes, that is, concordant identification and 
complementary identifications. Concordant identification describes the therapist's 
empathic response to the patient's thoughts and feelings. In complementary identification, 
the analyst might experience himself in the emotional position of the projected part of the 
patient's self or superego. This might be an unwanted part of the patient's self, i.e., the 
therapist might experience hate and hostility towards a hostile or paranoid patient. 
Complementary identification is based on the theory of projective identification. Epstein 
and Feiner (1988) note that ‘projective identification is an unconscious primitive, 
aggressively, selfpreservative operation, involving two stages, splitting and projection. In 
this way, according to the theory the patient rids himself of either a toxic introject or some
7unwanted part of himself, and then identifies the therapist with the split off aspect of his 
personality’ (Epstein and Feiner, 1988, p.289). This may then leave the therapist 
experiencing these feelings towards the patient. In addition, the therapist is likely to feel 
an urge to engage in counterprojective processes toward the patient, i.e., if the therapist is 
made to feel like a bad person, his normal reaction will probably be to see the patient as 
bad. Whether or not the therapist identifies with such projections and the way in which he 
handles them may hinder or facilitate the psychotherapy.
According to Epstein and Feiner (1988), Racker noted how the analyst's concordant and 
complementary identifications with the patient could be used as data, giving important 
clues concerning the self-experience and in that way ‘countertransference is the most 
reliable guide to knowing what, in the patient's communications or behaviour, the analyst 
should respond to at any given moment’ (p.290). In considering what the therapist should 
do with his countertransference reactions, Racker recommended that the therapist 
developed an understanding of the patient's internal processes in the therapeutic session 
and then make use of the countertransference in his interpretations.
Epstein and Feiner (1988), identify four ways in which countertransference is actually used 
by different therapists:
1. Countertransference is attended to when ‘difficulties arise,’ when the therapist 
experiences emotional disturbances, or disturbances of attention or 
concentration. Such interferences are then subjected to self-analysis.
2. Interferences in the analyst's efforts caused by disturbances in the analyst's 
emotional state are studied primarily in order to gain an understanding of the 
patient's contribution.
3. The totality of the countertransference is used as essential data for understanding 
the patient in the here and now. Accordingly the countertransference is 
frequently considered when formulating interventions and strategies.
Interventions may be restricted to interpretations; countertransference fantasies 
may be directly communicated to the patient, or induced countertransference 
feelings may be communicated ‘as needed’ by the patient. This orientation 
usually includes the view that the therapist's internal silent processing of
8countertransferential disturbances is essential to the further integration of the 
patient. This is especially important with the more disturbed patient.
4. Countertransference inevitably infiltrates the patient's unconscious process.
Such infiltrations must be constantly monitored by studying the patient's 
associations and responses, and subsequently interpreted (p.293)
Casement (1990), gives a clinical example of how to make use of clues based on what the 
analyst feels in the session. Miss A was a thirty-five year old women with the presenting 
problem of a long history of depression and agitated movements of her arms and legs. At 
the age of seventeen Miss A was seriously injured, when she was knocked off her bicycle 
by a lorry, and for most of the next ten years she was in hospital. Casement describes his 
feelings of boredom while listening to Miss A talking in a lifeless and boring way about the 
daily details of her many years in hospital, and how he felt that the patient was boring him 
out of his mind, which resulted in him ‘switching off, not listening at all. In his struggle 
with his feelings towards the patient, he gradually began to notice a similarity between how 
he felt towards the patient and how she described her father being with her when visiting 
her in hospital. Her father had visited her twice a week in the hospital but he had not 
listened to her complaints about how badly she felt about her treatment and in her mind it 
appeared as he did not care at all. Casement came to the conclusion that Miss A had 
related to her ‘switched off father in a non-relating way, telling him the details of the daily 
life in the hospital instead of really relating to him with anything of herself. She was 
behaving in the same way in the therapy and did not expect the therapist to be interested or 
emotionally engaged by her. The therapist in this case accepted the projective 
identification and was feeling really bored and lacked interest in what Miss A was saying. 
After becoming aware of what was happening with this countertransference, Casement 
was now able to explore with Miss A the way in which she was relating to him, with the 
result that Miss A agreed to his interpretation and began to relate to him more as a person 
and their relationship became more emotional.
Clarkson (1993) differentiated between two major kinds of countertransference depending 
on whether the therapist is reacting to a patient or proactively introducing his own
transference into the psychotherapeutic relationship. On the one hand, there is the reactive 
countertransference, that is, when the therapist is reacting accurately or objectively to the 
patient's projections, personality and behaviour in the therapeutic relationship. On the 
other hand, there is the proactive countertransference, emphasising potential intrusion of 
the therapist's unresolved conflicts into the therapeutic relationship. According to 
Clarkson's definition of reactive countertransference, Casement’s clinical example of Miss 
A, where the therapist is behaving just like the ‘uncaring father’, represents this kind of 
countertransference. Clarkson (1993) points out that patients project their script 
expectations onto their therapists, and whether the therapists use the emotional impact that 
they experience from their patient's transferences to benefit the patients or as a tool for 
enacting their own historically determined relationship patterns is mostly determined by the 
therapist's awareness of self and the impact of the other. In the example of Miss A, 
Casement's awareness of the projective identification provided useful information for the 
treatment of his patient.
Clarkson (1993) further differentiated between four types of reactive psychotherapist 
countertransference. Complementary reactive countertransference refers to the sort of 
relationship where ‘the psychotherapist complements the patient's real or fantasised 
projection (as parent or child of the patient's parent) by responding with the feeling 
probably experienced by the original parent’ (p. 185). This type of countertransference 
seems to be the one that Casement experienced in the example given above when he 
accepted Miss A's projected identification by not being interested in what she had to say, 
that is, being pulled into her father's script.
Concordant reactive countertransference, refers to relationships where ‘the therapist 
experiences the patient's avoided experience or resonates empathically with the patient's 
experience. For example, after a session the therapist feels unaccountably and 
uncharacteristically despairing; although a patient talked about her brother's death, she did
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not let herself experience her corresponding emotions, and the therapist is left with the 
weight of the unexpressed feeling’ (p. 185).
The experience described in the beginning of this essay, where the trainee is left crying 
after observing an initial interview with a client seems to be a clear example of this type of 
countertransference. The client in that case is not expressing his feelings while talking 
about his sad childhood and the trainee is left with the weight of the unexpressed feelings, 
crying afterwards without being aware of the reason for this emotional outburst.
Another example of this type of countertransference is derived from Casement’s Miss A, 
where during the sessions the therapist began to feel disturbed by becoming aware of slight 
sexual arousal in himself. In considering what was going on, Casement could not sense 
within himself any sexual interest in Miss A nor did she remind him of anyone from whom 
he might be transferring a sexual significance to her. Miss A never spoke of herself as 
having any sexual feelings and always spoke of herself as being entirely asexual.
Casement, came to the conclusion that, because of Miss A's bad past experience of sexual 
feelings, she had repressed them and was now unconsciously using her relationship with 
him to get rid of her disowned sexual arousal into him. In other words, she was projecting 
her unwanted feelings onto the therapist who then experienced them but was aware that 
they were not his own feelings. By being aware of what was happening in the 
countertransference, Casement was able to make an interpretation when he felt that it was 
appropriate. This facilitated the treatment.
Destructive reactive countertransference, i.e. a relationship where ‘the therapist accepts 
the projected identification out of awareness and acts on it in an unhealthy way’ (p. 185). 
An example of this type of countertransference could be the one that Casement 
experienced with Miss A, that is, if he had responded to her by acting out his boredom in
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the sessions and made it clear to Miss A that he really had no interest in what she was 
saying. The consequences would have been destructive for the therapeutic relationship.
Facilitative reactive countertransference. Here, Clarkson stresses how important it is to 
detect countertransference which is normal, healthy and facilitative for the patient. She 
points out that it is natural to feel affection for a loveable patient, appreciation of a creative 
patient and respect for a humble one. Withholding emotional responses to the healthy self- 
expressions of the patient may lead to neglect of important opportunities for reinforcing 
the patient's healthy behaviour patterns.
Clarkson (1993) also differentiated between these four types of proactive psychotherapist 
countertransference. Complementary proactive countertransference describes the process 
where the therapist brings into the therapeutic relationship his transferences, projections 
and expectations based on his past experiences. Whether or not these are in awareness and 
acknowledged by the therapist is what makes the difference between destructive and 
helpful therapeutic process. For example, a therapist having experienced bad treatment 
from a ‘childminder’ might project his ‘hate’ or ‘fear’ onto a ‘childminder patient’ coming 
to treatment or expect the childminder to behave in a particular manner.
Concordant proactive countertransference refers to relationships where ‘the 
psychotherapist experiences the patient's experience based on the therapist's own past’ (p. 
186). For example, the therapist might assume that the patient feels guilty about divorcing 
her husband in the same way as he did when experiencing the same thing.
Destructive proactive countertransference is the term for the sort of therapeutic 
relationships where the therapist acts out his own past in the psychotherapy in ways that 
are destructive to the patient's welfare. For example, a therapist may expect that a patient 
will criticise him in the same way as the therapist's father did and as a result he may reject 
the patient at the first perception of criticism. Clarkson notes that the therapist may even
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transfer his own suicidal tendencies on to the patient and, if the patient is obliging to his 
parent, the patient may commit suicide, in a sense, for the therapist (parent). According to 
this, a script passed from parents to children can also be passed from therapist to patient.
Facilitative proactive countertransference. This type of countertransference is referred to 
as the ‘unavoidable and probably necessary existence of the psychotherapist's individual 
style and personal preferences’ (p. 187). That is, a therapist may prefer to work with a 
particular kind of people, i.e. people with presenting problems of low self-esteem, rather 
than domineering people. The therapist may assume this preference on the basis of his 
past experience, and in consequence, possibly loose the potential enjoyment of working 
with controlling people.
In exploring and clarifying the phenomenon of countertransference, Clarkson (1993) also 
identifies the patient's countertransference to the therapist's introduction of his own 
material. She points out that technically this is not the patient's transference as it is not 
based on his past experience but is elicited from the patient because the therapist projects 
his own material onto the patient or affects him by means of projective identification.
CONCLUSION
In this essay, an attempt has been made to highlight the issue that countertransference is a 
valuable component in psychoanalytic psychotherapy and that countertransference 
reactions can be useful for understanding the patient in the therapeutic session. However, 
to make full use of the countertransference, the therapist must continually assess what his 
attitudes and feelings towards his patients are and what they mean. Like in any 
relationship between people, patients naturally produce feelings in their therapists; they can 
make them feel uncomfortable, anxious or angry or they can stimulate sexual feelings or 
affection. These feelings may be due to the therapist's unsolved conflicts which may lead 
to the patient's unconscious feelings provoking those of the therapist. If the therapist feels 
in a certain way about the patient, he may ponder whether the patient does not provoke
13
the same sort of feeling in others. Being aware of the countertransference makes the 
difference between facilitative and destructive therapeutic process and therefore this 
awareness is crucial for the therapist. Through training and experience the therapist learns 
to understand and differentiate between his own feelings and his patient’s so that he can 
trust those of his own feelings which are useful indicators of his patient’s psychology and 
come to terms with those which are not.
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1.2 ABSENCE OF THERAPIST: MANAGEMENT O F'TH E THERAPEUTIC 
FRAME'
There seems to be little literature existing on the impact on therapy caused by the 
therapist's absence (Samat, 1991). Webb (quoted in Samat, 1991, p. 650) in her attempt 
to interpretate why this is so, points out that the anxiety, anger, and guilt generated in both 
patient and therapist make the departing therapist very uncomfortable, and that it is this 
discomfort that contributes to the avoidance of examining the issues surrounding 
management of vacation separation.
Hymer (1993) argues that, with some notable exceptions, therapist's vacations have 
generally been treated from a problem-centred deficit perspective. She points out that 
therapists who adhere to a need deficit model of pre-oedipal dependency in which the 
client, like the child without his mother, would be helpless or hopeless in the therapist's 
absence, seldom address the positive aspects of vacations for both analysts and clients. 
Furthermore, she argues that this deficit perspective is also derived from many therapists' 
countertransferential needs to feel needed. The fact that the client can survive and even 
make some progress during therapists' vacations may be 'defensively guarded against by 
analysts who countertransferentially need to be mirrored or idealised, or themselves have 
trouble separating from their patients' (p. 143).
Freud (quoted in Hymer, 1993, p. 143-144) found that even short breaks from therapy, 
such as weekend interruptions, were experienced by patients with uneasiness and neurotic 
symptoms. And since such brief interruptions were reported to have disturbing effects on 
patients, it followed that the therapist's vacation would have even stronger negative 
impact. Some contemporary therapists have described the traumatising effect of their 
vacations on their patients. For example, Basch (1980), reported patients' feelings of 
abandonment and rejection and suggested that for some patients it might even be 
appropriate that the analyst would indicate his whereabouts to reduce anxiety.
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Webb (quoted in Samat, 1991, p. 650) addresses the question of why a therapist's absence 
can be so traumatic for clients:
An interruption in treatment, occasioned by the therapist's vacation triggers 
a confrontation between child-time and adult-time, since the client must, 
for a while, give up any fantasy of the therapist as the omnipresent, all 
giving attachment figure. The client's needs temporarily become 
superseded by those of the therapist as a real person with a separate life 
apart from the therapeutic relationship (p. 129).
Therapists' vacations may indeed be traumatic for some clients. In such instances, 
extreme care must be given to working through whatever concerns are raised by the 
'disappearance' of the therapist. Absences must therefore be recognised as an integral part 
of the process of therapy, a part of the therapeutic framework.
The Therapeutic Frame
Milner (1952) was the first to apply this concept, the 'therapeutic frame', using the 
metaphor of an artist's frame:
The frame [of a picture] marks off the different kind of reality that is within 
it from that which is outside it; but temporal spatial frame also marks off 
the special kind of reality of a psychoanalytic session. And in 
psychoanalysis, it is the existence of this frame that makes possible the full 
development of that creative illusion that analysts call transference (p. 183).
Although the metaphor of the frame was first introduced by Milner, the concept can 
be traced back to Freud, to his attempt to structure the analytic situation as an 
'atmosphere of safety' where his patients could feel safe and free to disclose their most 
private thoughts and where the growth of transference could be analysed (Schafer,
1983).
Gray (1994) suggests that at least the following comprises the frame: a private setting 
in which therapist and the client meet; fixed times and duration for the sessions;
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vacation breaks which are clearly stated by the therapist; a set fee for all sessions 
reserved; and an internal concept of the therapist that what is talked about is not talked 
about with anyone outside the therapeutic relationship. Thus, the frame can be seen in 
terms of a contract, an honest and clearly stated offer of professional help, setting out 
how the work is to be conducted and this agreed way of working can be understood as 
a fundamental factor in the therapy.
Winnicott (quoted, in Livingston Smith, 1991, p. 165-166) argued that in the analytic 
situation the frame is of'maternal' function. For him, the particular setting of analysis 
reproduces the early and earliest mothering techniques and it invites 'regression' 
because of its reliability. Thus, for Winnicott the frame is more important the more 
one deals with extremely regressed and profoundly disturbed patients. He uses the 
term 'management' to describe the structuring and maintenance of the frame, where 
'management' is a form of psychoanalytic intervention. Winnicott found that this kind 
of psychoanalytic intervention was more important than interpretation when working 
with 'regressed' patients.
The behaviour of the analyst, represented by what I have called the 
setting, by being good enough in the matter of adaptation to need, is 
gradually perceived by the patient as something that raises a hope that 
the true self may at last be able to take the risks involved in its starting 
to experience living.
(Winnicott, 1955-6; 297, quoted in Livingstone Smith, 1991)
David Livingston Smith's book, Hidden Conversations (1991), gives a learned account of 
Robert Langs' contribution to the practice of psychoanalysis: the communicative approach 
to psychoanalysis. One of the main aspects of this approach is on the framework or the 
ground rules of the psychoanalytic situation, its importance for containment and how 
breaks in the frame are accurately perceived by the client, although often ignored by the 
therapist. Based on Langs’ clinical observations, he points out that patients in their 
derivative communications, refer again and again to the frame as a vital feature of 
psychotherapy. The frame in this sense does not only function as a mere backdrop to the
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real business of psychoanalysis. Rather, the structuring of the frame and the management 
of the ground rules is the real business of psychoanalysis. Thus the management of the 
frame has more powerful impact upon the patient, than any other part of the 
psychoanalytic interaction. The communicative approach states the following:
not only does the management of the frame disclose the 'mode of 
relatedness' that the therapist adopts toward the patient, it also 
powerfully influences what the patient says or does in therapy, and how 
the therapist is able to respond.
(Livingston Smith, 1991, p. 167)
Langs (quoted in Livingstone Smith, 1991), found that the unconscious concerns of the 
patients in therapy almost always centre on the behaviour of their therapists. He also 
came to the conclusion that patients offer their therapists valid unconscious cues on the 
harmful as well as helpful implications of their interventions. He argued that patients' 
commentaries in therapy are revealed by the themes woven into their narratives. Thus, if 
a patient for example complained about a rejecting father, it was likely that the therapist 
had just done something which had the quality of rejection. According to Langs, one of 
the specific properties that a 'secure frame' offers the patient is 'a powerful sense of being 
held well and of appropriate containment'. If the analytic situation departs from this ideal 
property, it is deviant, and, to the extent that a frame is deviant, it offers patients the 
opposites of these qualities. The deviant therapist will be seen as mad, as not holding the 
patient well, as having confused identity, as undermining the patient's contact with reality, 
etc.
A therapist going on a leave and not making use of, or working through, cues provided 
by the client of potential harmful consequences of the therapist's absence is definitely a 
'deviant therapist', i.e., a therapist not at all aware of the importance of the management 
of the frame. Furthermore, the lack of management of the therapeutic frame may be the 
main cause for therapist's description of traumatising effect of their vacations on their 
patients.
18
Therapist's Absence: The Lack O f 'Management' O f The Frame
Mr. J. (21) was brought up by parents who frequently split up and got 
together again. The father was a heavy drinker constantly chasing other 
women and he physically abused the mother in front of Mr. J. He 
remembered being very scared and also he felt guilty not being able to protect 
his mother. He also remembered how angry he felt inside towards both of his 
parents, - his father for behaving in that way and his mother for always taking 
the father back after they had split up. Mr. J’s grandmother was also living in 
the house until she died when he was 8 or 9 years old. He was very fond of 
his grandmother who, he felt, was always there for him. He remembered 
when his father was at home that he ’behaved1, he was never naughty. He 
was never ’fully relaxed' in his father's presence. He described how when he 
became angry, he had the tendency to use his fists. He would feel the tension 
build up inside him until he exploded. He was not able to deal with his anger 
in any other way. However, he was always able to keep things under control, 
and he reported that his parents’ frequent break-ups never really got to him.
When I was working as a counselling psychologist trainee in primary care, Mr. J. was 
referred to me for psychological counselling by his GP as a matter of urgency, because of 
bad reaction to taking to a drug-intake. After the intake, he had been well for the next 
fortnight, but after that he began to feel quite depressed. This seemed to have been 
triggered off by flashbacks of his bad experience of the drug-use. Additional information 
in the referral letter included that Mr. J. had been seen privately by a psychiatrist who had 
recommended that he should see a therapist. Mr. J. felt low, very weepy, lacking 
concentration and self-esteem and not able to cope with day-to-day living. In the 
assessment interview, Mr. J. presented with depression and was tearful. He felt that his 
problems had started after the drug intake and described what seems to have been a 'panic 
attack' two weeks later: symptoms of palpitations, breathlessness, tingling feelings, cold 
and hot flushes and fear of dying. He reported having thoughts of taking his own life but, 
at the same time feeling very guilty because of his family, a girlfriend and a child. Because 
of his difficulties at present, he was staying with relatives and he felt unable to move back 
to own apartment. Mr. J. described how he used to be such a strong person, 'never letting 
anything hurt him or touch him' and he found it very difficult to understand why he was so
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vulnerable now. He talked about his fear of loosing control and becoming mad and how 
his feelings of sadness and anxiety were overwhelming. He appeared to be very confused 
and could not see any reason for his feelings.
In the end of the assessment interview, Mr. J was offered a brief psychodynamic therapy 
which involved 12 weekly sessions, which was the limit in this GP's setting. He was also 
told that we would be able to have 3 therapy sessions before my Easter leave, a period of 
2 weeks. He agreed to this and seemed very relieved. Somehow he felt that he might be 
referred elsewhere. He said that he was pleased that I was the one going to work with him 
because he felt that he was able to talk to me and felt that I understood him. At that point, 
I should have realised the possibility of a strong transference/countertransference 
relationship between us, given that perhaps for the first time in his life he was able to talk 
about his feelings to someone who listened for 50 minutes with acceptance. Nevertheless,
I was just pleased with myself and perhaps identified with what might have been his 
projection of the idealised father or mother, the good parent. We agreed on focusing on 
what seemed to be his inability to express feelings and relationship issues as a possible 
cause for his present problems.
In the following therapy sessions, Mr. J. described his desire to talk to his father and his 
need to become close to him. He felt that his father, who was not living with his mother 
now, had shown him some concerns in his current difficulties. It was his father who made 
the appointment with the psychiatrist for him and, in relation to his problem now, he was 
for the first time able to talk to his father about the difficulties in their relationship. 
Although he felt relieved, he found their talk distressing and felt a need for further 
discussion with his father. Mr. J. said that in spite of everything, he always felt this need 
for his father to be around if he really was in trouble, but he was never there.
In the three sessions before my leave, we focused on issues from his childhood, his 
unexpressed anger towards his parents, and the feeling of being rejected by his parents.
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He revealed strong feelings of rejection which we linked to lack of protection from his 
mother, his father’s absence and the death of his grandmother. We explored his deeply 
buried feelings of anger and anxiety and how he seemed to have coped by repressing his 
feelings, and how that might have caused his recent breakdown.
In spite of all this evidence of feelings of rejection and lack of maternal care in childhood,
I never made any attempt to work through what was going to happen when I would go 
away for two weeks. In the last session before my leave, Mr. J. talked about how much he 
felt that he needed to talk to his father and how he was never there for him when he 
needed him. My intervention at this stage was to ask him: 'If your father was here now, 
what would you say to him?' Mr. J. said that he did not know, it was just something inside 
him which he could not express in words.
In retrospect, Mr. J's remark of his father 'not being there when he needed him' can be seen 
as an example of what in the communicative approach would be called a derivative and as 
such it could certainly be taken as a cue for my lack of management of the frame. Mr. J. 
was suggesting that by going on a holiday, I would not be there when he needed me. 
However, I did not pick it up, I certainly was the 'deviant therapist' not working through 
this fundamental part of the frame, the therapist's absence. Furthermore, I was not aware 
of what may have been my 'countertransferential need' to be idealised as the 'good parent'.
Mr. J. described how he had tried to go back to his flat but felt 'terrified' even before going 
inside the house. He described his fear of'breaking down' in there, 'loosing control' and 
•becoming mad'. When he then told me that he would continue to stay with his mother, I 
felt relieved and told him that he should not rush things. I felt relieved, because, in fact, I 
felt guilty because of my holiday and leaving my client was indeed a disturbing experience 
for me. My countertransferential reaction of relieve and reassurance that he would be in 
good hands while I was away must have been picked up by Mr. J. and perhaps further 
strengthened a potential unconscious feeling that I was going away when he really needed
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me. In retrospect, this particular frame of therapy (transference/countertransference) 
seems to have reproduced Mr. J's early experience and, although he had 'obviously’ 
regressed to a stage of dependency, I did not work through the issue of separation, given 
the function of the frame as a 'maternal'. In this last session before my holiday, my only 
reference to my absence was to remind Mr. J. of it in the end of the session.
In our first session after my absence, my client reported having had a severe 'breakdown' 
in the first week that I was away. He described how he had gradually become worse until 
the day in the week when he would normally be with me. Then he could not face his fears 
anymore and his father contacted the psychiatrist who initially had referred him. The 
psychiatrist prepared him for admittance to a psychiatric unit, but after having interviewed 
him, the psychiatrist decided that it was not necessary. Mr. J. felt reassured and said that 
he gradually felt better this week. However he described his experience as horrifying, that 
his wildest fears seemed to come true, when he was nearly admitted to a mental hospital as 
'mad'.
For me, thesee events were very disturbing, I do not have any excuse for my complete 
blindness in this case, except being a trainee and lacking experience. Hopefully, it will 
make me more aware of the importance of the 'management of the frame' in the future.
Mr. J. had six more sessions in which issues of separation were emphasised. It was felt 
that Mr. J. would benefit from long term therapy and he agreed to referral arrangements.
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1.3 ASSESSING CLIENTS SUITABILITY FOR SHORT-TERM
PSYCHOLOGICAL THERAPY\ USING A COGNITIVE APPROACH
An assessment of a client for psychotherapy is what Malan called ‘the most complex, 
subtle, and highly skilled procedure in the whole field’ (1979, p.210) and in psychotherapy 
as in medicine, prescribing the wrong intervention on the basis of an inadequate initial 
assessment have potential consequences that may vary from unnecessary pain to 
catastrophe. The therapist's basic aim, when assessing client's suitability for any given 
therapy, is relatively simple, that is, to obtain sufficient evidence to enable him or her to 
prescribe an appropriate intervention. Ideally, this evidence should predict the kinds of 
events that are likely to occur as the client interacts with a therapist and begins to face his 
disturbing feelings or thoughts. The conclusion may be that the particular therapy assessed 
for is not at all appropriate and some other form of treatment might be better suited.
Among the various psychological therapies for emotional disorder, cognitive behaviour 
therapy (CBT) has emerged as a promising treatment modality and research evidence now 
suggest that GBT may be an effective intervention for a number of psychological 
disorders. The bulk of this evidence derives from studies examining the efficacy of CBT 
for unipolar depression (for a review see Hollon, Shelton and Davis, 1993).
In recent years there has been a strong trend toward the development of short-term 
therapeutic approaches. However, short-term CBT imposes a number of specific 
demands on the clients and the therapists which highlights the fact that not all clients 
benefit from this kind of intervention. Because not all clients can benefit from short-term 
interventions, most of these short-term approaches emphasise the importance of assessing 
the suitability of patients for treatment prior to the decision of therapy (Safran, Segal, 
VaJlis, Shaw and Samstag, 1993). This inevitably raises the question of how we may
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select those clients who may gain favourable outcome from short-term CBT and who are 
to be excluded. In this brief essay, the issue of how to assess a client's suitability for 
short-term psychological therapy will be discussed, using the cognitive approach.
Theoretical background of cognitive therapy
Cognitive therapy makes a number of assumptions about the nature of the human 
individual:
‘ 1. The person is seen as an active agent who interacts with his or her 
world.
2 This interaction takes place through the interpretations, inferences 
and evaluations the person makes about his or her environment.
3. The results of these 'cognitive' processes are thought to be accessible 
to consciousness in the form of thoughts and images, and so the 
person has the potential to change them.’
(Moorey, 1990, p.228)
According to this perspective, emotions and behaviour are mediated by cognitive 
processes. The specific content of the interpretation of an event leads to a specific 
emotional response.... depending on the kind of interpretation a person makes, he will feel 
glad, sad, scared, or angry - or he may have no particular emotional reaction at all’ (Beck, 
1976, p. 51-52).
Aaron Beck's (1967, 1976) cognitive formulation of emotional disorder is the root for the 
form of the psychological intervention called cognitive behaviour therapy. According to 
this formulation, psychological distress is generated and maintained, at least partly, by 
dysfunctional patterns of thought, i.e., black and white thinking, over-generalisation, and 
absolute, negative attitude or believes about oneself such as 'nobody likes me', 'to be 
worthwhile I must be successful', or 'I am a complete failure'. In the therapeutic 
application of this model (Beck, Rush, Shaw and Emery, 1979), the therapist works
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together with the client to identify and monitor the dysfunctional cognitive patterns in 
order to modify them.
Assessing for short-term cognitive therapy
When modifying the selection criteria for short-term cognitive therapy one has to be clear 
about what variables seem to be most highly predictive of treatment response. There have 
been some criteria articulated by Beck et al. (1979) which are relevant to the depressed 
patients who are suitable for cognitive therapy such as diagnosis of major depression, 
failure to respond to antidepressants, and variable mood reaction to environmental events. 
However, these criteria appeare to be primarily concerned with the question of targeting a 
subgroup of depressed patients for whom psychotherapeutic intervention is indicated 
rather than pharmacological. Fennell and Teasdale (1987) found that patients who 
responded positively to a written treatment rationale and who showed a positive response 
to homework assignments benefitted more from short-term cognitive therapy than those 
who did not. Results from another study (Persons, Bums, and Perloff, 1988) showed the 
following factors to be predictive of outcome: low initial scores on the Beck Depression 
Inventory, compliance with homework assignments, and absence of endogenous 
symptoms. It also showed that premature termination was more likely in patients with 
personality disorders.
Safran, Segal, Shaw, and Vallis (1990) developed a systematic assessment procedure, 
Suitability fo r Short-Term Cognitive Therapy (SSCT), for the purpose of evaluating 
patient suitability for short -term therapy as described in Safran and Segal (1990). The 
selection criteria reflected the protocol for cognitive therapy as represented by Beck et al. 
(1979) and also some of the newer theoretical and technical developments that had taken 
place in cognitive therapy recently (see Safran and Segal, 1990). The nine selection
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criteria which were formalised into a rating scheme are briefly described by Segal et al. 
(1993) as follows:
1. Accessibility o f automatic thoughts.
Patient’s ability to access negative, self-critical thinking related to the problems he or 
she is experiencing is evaluated.
According to Segal, Swallow, Bizzini and Weber Rouget (1995), reporting automatic
thoughts and then putting them to the test is the modus operandi o f cognitive therapy.
Therefore, any responsible assessment of suitability for this particular form of treatment
must include some index of patients’ capacity to access their negative automatic thoughts.
The therapist can probe the patients’ access to their negative thinking in a number of ways,
such as straightforwardly asking patents about their thoughts in specific situations in which
they have reported experiencing distress (’I was thinking that I am stupid '). Some
patients may be more able to describe thoughts represented as visual images (’I saw myself
standing in the street and everyone stared at me...') and still other patients may find it more
easy to describe their thoughts in terms of internal ‘voices’ ('I heard a voice in the back of
my mind saying .’). Where patients have difficulty remembering their thoughts,
situations can be re-enacted or role-played. Reporting thoughts in previous situations can
be anxiety-provoking, and patients who are able to tolerate it typically have a good
prognosis in cognitive therapy (Segal et al., 1995).
2. Awareness and differentiation o f emotions.
The patient's ability to distinguish between different emotional experiences, and to 
experience emotions relevant to his or her problems in the therapeutic session is 
identified. These abilities are believed to be important in facilitating the process of 
accessing relevant automatic thoughts.
For cognitive therapy, patients must learn to make links between their thoughts and the
distressing emotions that they have been suffering from (Segal et al., 1995). That is, they
must be able to monitor and track their own emotional states, and to distinguish between
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their various emotional experiences. This can be assessed retrospectively by asking about 
the feelings that they had in some specific, emotionally significant situation. Whereas some 
individuals may find this difficult, they may be asked to recreate the situation in their mind 
and try to describe, in the present tense, the feelings they may have experienced. Emotions 
experienced in the interview itself can provide valuable information about patients’ 
awareness and differentiation of their emotional experience. According to Segal et al. 
(1995) patients who are able to comment on shifts in mood within the session and to use 
their observation for further exploration, typically have a good prognosis with short- term 
cognitive therapy.
3. Acceptance ofpersonal responsibility fo r change.
This involves evaluating the extent to which the patient views him/herself as a potential 
agent in the change process, and not just as a passive recipient of treatment provided by 
the therapist.
In cognitive therapy it is important that the therapist works together with the client to 
identify and monitor the dysfunctional cognitive patterns in order to modify them (Beck, 
Rush, Shaw and Emery, 1979). However, in the end, it is the patients' responsibility to 
carry out these strategies, i.e. to complete homework assignments and to monitor 
unhelpful thinking patterns and modify them. A number of studies have shown that 
patients' compliance with homework assignments predicts improvement in the cognitive- 
behavioural treatment of depression (e.g. Person, Bums and Perloff,1988; Bums and 
Nolen-Hoeksema, 1991). One way to assess the extent to which patients are willing or 
able to take responsibility for change in therapy may be to explore the their perceptions of 
the role of the therapist. If the patients cannot accept this model, sor some reason, after 
the collaborative work has been reviewed for them, they are generally not suitable for this 
particular therapy (Segal et al., 1995).
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4. Compatibility with the cognitive rationale.
The extent to which the patient views the tasks and goals of short-term cognitive 
therapy, as described by the therapist, as relevant has to be identified.
This criterion used to estimate suitability for short-term cognitive therapy involves the
extent to which patients understand and accept the cognitive conceptualisation of
emotional distress (Segal et al, 1995). For example, those patients who are unable to
understand how negative thoughts can affect their mood or can not accept that changes in
thinking can effect changes in feelings would typically not have good prognosis in this kind
of therapy. However, the therapist should be aware that most patients come to therapy
with relatively little knowledge of the cognitive approach and therefore any judgements
concerning patients' compatibility with the cognitive rationale should be made after the
model has been carefully explained.
5. Alliance potential: in - session evidence.
Measuring the patient's potential ability to form an adequate therapeutic alliance within 
a short-term time frame can be done by evaluating the quality of the interaction between 
the patient and the therapist.
This corresponds to the bond dimension of Bordin's (1979) conceptualisation of the
alliance which consisted of bond, goal, and task components. The quality of the alliance is
critical to a good outcome in this kind of therapy, where therapists often use the
relationship as a tool for exploring and testing the patient's interpersonal thoughts.
Variables, such as amount of eye contact, tone of voice, and a degree of openness may
contribute to a sense of quality in the alliance. Anxious defensivity or hostility towards the
therapist may be suggestive of difficulties in the ability to establish a good therapeutic
relationship. Difficulties in establishing a good therapeutic alliance would typically predict
unfavourable outcome and could lead to a discontinuation of the therapy prematurely.
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6. Alliance potential: out-of - session evidence.
Evaluating the bond dimension of the therapeutic alliance on the basis of information 
about the patient's previous relationships.
An attempt should be made to evaluate whether the patient's previous relationships 
provides evidence that he or she is able to establish a trusting relationship within this 
particular therapeutic frame. Individuals who describe a troubled pattern of interpersonal 
involvement, e.g. mistrust, suspicion, excessive dependency, dominance, or a somewhat 
hostile relationship, may find it difficult to establish a good working alliance within a short­
term framework (Segal et al., 1995).
7. Chronicity o f problems.
Duration of the presenting problem is examined. The hypothesis here is that long- term 
difficulties may reflect the presence of enduring dysfunctional characterological 
component to the problem.
Chronic cases of this sort typically require treatment exceeding the time limitations
associated with short-term therapy. Evaluation of chronicity of problems is readily
accessed by asking about onset, history, and course of the presenting problem.
8. Security operations.
Evaluating the extent to which the patient's use of defence strategies will interfere with 
a reasonable amount of self-exploration within short-term therapy in order to reduce 
anxiety level.
According to Segal et al. (1995), commonly encountered security operations include the 
following: attempting to control the interview, frequently changing topics, speaking in 
vague, non-specific terms, over-intellectualisation etc. Where these defences appear in 
the suitability assessment, it is recommended that the therapists draw them to the patients' 
attention with the aim of assessing their ability to tolerate the anxiety associated with the 
modulation of their security operations (Segal et al.,1995).
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9. Focality.
Evaluating the patient's ability to maintain a problem focus. This is particularly 
important in therapy where time is limited.
In assessing focality, Segal et al. (1995) found it useful to ask patients, after their
description of their presenting problem, to describe some recent circumstances in which
these difficulties were manifest. Individuals with good focality generally do not find this
difficult. Individuals having difficulties doing this may not obtain a good therapeutic
response in time-limited therapy.
Selection decisions
All procedures which involve the selection of patients for treatment will sometimes result 
in suitable patients mistakenly being denied treatment and unsuitable patients 
inappropriately being offered therapy. This is talked about as ‘false negatives’ and ‘false 
positives’ in patient selection (Segal et al.,1995). By treating individuals who are 
unsuitable for short-term therapy, false positives might for instance produce a good deal 
of frustration for patients and for therapists. Therapeutic failure, especially in cognitive 
therapy for depression, could even confirm depressed patients in the believe that they are 
inadequate. The most dramatic risk factor when failing to treat suitable individuals, so 
called false negatives, is the possibility that emotional distress will escalate, potentially to 
the point of suicide.
Conclusion
The selection criteria for short-term cognitive therapy described above is adopted from 
Safran et al. (1990). Although these are based on empirical results, we must remember 
that good clinical judgement remains the bedrock of responsible assessment of suitability 
for short-term therapy. We might, for instance, not always give equal weight to each 
suitability dimension. It is most likely, in this particular therapy, that one would put more
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emphasis on people’s ability to access negative automatic thoughts, or their ability to 
establish good therapeutic relationship than e.g. the chronicity of the problems.
The selection criteria for short-term therapy forwarded in this brief essay is most likely in 
accordance with the criteria that most clinicians would give for patients who are likely to 
make a good recovery from emotional problems, irrespective of treatment. This inevitably 
raises a number of questions: - are the individuals selected for therapy those who are 
going to recover anyway? - are therapists selecting individuals who are easy to treat? - 
and what are the aims of the therapy? For example, the goals of short-term psychotherapy 
may vary (e.g. to reduce symptoms, to increase quality of life, to aim for recovery, to 
reduce health care cost of patient, to prevent emotional distress, etc.) and whichever of 
these goals are chosen will definitely influence the selection procedure. However, the 
basic aim in an assessment for any given therapy is probably to obtain sufficient evidence 
to enable the therapist to prescribe an appropriate intervention.
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1.4 CULTURAL ISSUES IN  THERAPEUTIC PRACTICE 
The role o f culture in therapeutic practice
There seems to be a consensus that mental health services for ethnic minority groups are 
inadequate and that even when services are made available to them, they are underutilised 
and inadequate (Kareem and Littlewood, 1992). This may be because the role of culture 
has been underestimated in therapeutic work and perhaps many mental health 
professionals have concentrated on the intra-psychic aspects of behaviour (Eleftheriadou, 
1992b). Culture has a considerable impact on behaviour, experience, and emotions and 
this impact has to be recognised in therapeutic work. The relationship between person 
and culture has to be examined as a whole, not only the inner world of the person or just 
the culture. In this way the therapist can see the client as an individual who has a private 
world and also as a member of a social world.
In a review of the literature on therapist-client cultural differences, Martin (1993) 
concludes that that there is an increased risk of treatment failure when therapist and client 
are culturally different than when client and therapist come from the same culture. He 
suggests that that therapists need more training in cultural sensitivity.
In this essay, the cultural issues involved in therapeutic practice are briefly discussed and 
principles from existential/phenomenological analysis will be highlighted as an effective 
framework for transcultural therapeutic work.
Cross-cultural awareness
Cross-cultural awareness (Jacobs, 1995) is not simply about working with clients of 
another race. It applies equally to the cultural aspects involved in different religious
34
allegiances, - in class background, - in having been brought up in or living in different 
geographical locations and could even apply to different age groups .
Tyler (1958), defined the term culture as that complex whole which includes knowledge, 
belief, art, morals, law, custom, and any other capabilities and habits acquired by man as 
a member of society. The term cross-cultural can be used interchangeably with other 
terms in the literature, such as trans-cultural or inter-cultural (Jacobs, 1995). Whichever 
term is used, it is important to recognise that in most cases it refers not just to the 
therapist as needing to be aware of the implications of working with clients of different 
cultural backgrounds. It also implies the need to acknowledge that the client has also his 
or her own cultural perception of the therapist's culture and of the setting in which the 
psychological service is offered. Normally, the therapist has a stronger position than the 
client to acknowledge the importance of these issues and facilitate further exploration. 
This can be more difficult for the client to do, especially if he already perceives himself as 
being in an inferior position to the therapist, which may itself be culturally reinforced 
making it more difficult to question openly the therapist's assumptions. Sometimes, 
cultural issues are the actual focus of the therapeutic work and the therapeutic 
relationship can itself reflect these issues, when the therapist and the client are themselves 
representative of cultural difference. In addition to the problems derived from cultural 
differences within the community, there may also be incidents of misunderstanding, and 
even hurt in the relationship between the client and the therapist, caused by their different 
cultural backgrounds (Jacobs, 1995).
Language can be a problem in cross-cultural psychotherapy (Jacobs, 1995). Although 
this is obviously true in the case of different languages there are also difficulties about 
two people conversing in the same language, particularly if the common tongue is the
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second language for one of them. A client or a therapist might use words and phrases 
not understandable to the other and they may even use words that are familiar to both of 
them but they do not use the words to mean the same thing or a word does not have the 
same value for both of them. Vontress (1981) argued that differences in linguistic 
pattern between the psychotherapist and client can lead to rapport problems in the 
psychotherapeutic relationship, which, in turn, often leads to premature termination of 
psychotherapy. He pointed out that one of the mistakes that white psychotherapists 
sometimes make is to continue a dialogue with a black client when the therapists are 
unable to understand. They do this in the hope of catching on as the conversation 
progresses. Unfortunately, they often find out that the more they allow the client to carry 
on talking without clarification, the more confused the therapists become. There are 
similar problems with non-verbal language. According to Jacobs (1995), physical space 
between people, for example, is typical of British culture, while some other cultures sit or 
stand much closer. Intimate contact in public may be shocking to some and even level of 
eye contact may vary between cultures. Some cultures avoid direct eye contact and it is 
not necessarily a sign of insincerity but of respect.
Different behavioural patterns across cultures can play an important role in therapy.
Rules of hospitality, eating habits, and even matters of personal hygiene can be quite 
different between and within cultures. Religious differences often carry important 
variations regarding such things as food, alcohol, sexual intimacy, gender relationships 
and expectation (Jacobs, 1995). One’s expectations of psychotherapy is influenced by 
one's view of all these issues and the client's view of the world and issues such as 
abnormality and health may differ considerably. Different culture-groups may have 
different perceptions of health and normality. For example, a white middle-class therapist 
with a British background may see the family relations of the nuclear family as normal,
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and view the black West Indian who was brought up by a family friend in a different 
home as abnormal and an ’issue' for psychotherapy (Grant, 1994). The pitfall for the 
therapist might be to fail to understand the importance of the modified extended family 
which have ties that are just as important as blood ties.
The problems of cross-cultural awareness lie rather obviously in the therapist and the 
client, representing, in their own persons, different cultural backgrounds, that provide a 
perspective which is impossible ever to be free from. Attitudes, beliefs and behaviour 
cannot be separated, each one is reflected in the other. Clarkson and Murdin (1996) 
point out that we all have values in every sphere of thinking, feeling and sensing and that 
our duty is to be aware of what they are and to be conscious of them, not imposing them 
on clients without knowing that we are doing so. Answering whether psychological 
counselling can ever be value-free, Clarkson and Murdin (1996) argue that ‘you can try 
to be class-deaf, or colour-blind. You can deny or over-emphasise the differences 
between you and your client. You can speak about your views on homo-sexiality or 
claim to be neutral. But however hard you try not to, you will reveal that you do in fact 
value some ends of each spectrum more than the other’ (p.32).
Cross-cultural therapy is a product of increased racial and cultural pluralism in Western 
countries. Given the rapidly changing population (Sue, Zane and Young, 1994), there is 
a need for expanded knowledge among therapists and more openness to other cultural 
beliefs and practices. If we can identify those psychotherapeutic treatments that have 
universal applicability, then they should prove to be effective with different populations. 
If, however, current treatment works well only with certain populations, we need to 
know about these limitations and devise strategies to address the mental health needs of 
culturally different groups.
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Existential/Phenomenological framework o f therapeutic process
Ignorance of each other's culture in therapeutic relations might be the primary cause of
misunderstanding and hurt feelings and perhaps the wrong type of help being offered.
In a paper on application of philosophical framework to transcultural therapy, 
Eleftheriadou (1992b) has suggested the use of principles from
existential/phenomenological analysis to provide an effective framework for transcultural 
counselling. She proposes that this framework validates the experience of racially or 
culturally different clients without labelling their behaviour as being defensive or 
dysfunctional. An attempt is made to understand the clients' experience of belonging to a 
minority culture.
It is pointed out that this can be seen as a transcultural way of working because the 
therapist has to engage in his or her own self-development. This process may enable the 
therapist to take an objective view at his own cultural frame in an attempt to understand 
a different set of cultural beliefs. This approach ‘uses what is phenomenologically there 
to go deep into the values, morals, assumptions and expectations that people have about 
each other and themselves7 (p. 117).
In 1989, Spinelli (cited in Eleftheriadou, 1992b) described the skills of epoche, rule o f 
horisontalisation and rule o f description for the therapist to practice to achieve deep 
exploration. It is of crucial importance for the therapist to realise that he is the facilitator 
and that the client is the expert on his own life and the therapist must work with the 
client's perception of the world without imposing his own values and beliefs onto the 
client. This attitude of the therapist is called epoche.
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Epoche is emphasised in cross-cultural communication, as cultural meanings, values, and 
beliefs may differ significantly. Rule o f horisontalisation refers to the therapist's attitude 
of perceiving all of the client's behaviours as having equal importance. It is up to the 
client to place his behaviour in any order of priority. Finally, the rule of description 
represents the understanding of the 'here and now' experiences of the client. It is an 
examination of one's being in the world, how the world is experienced rather than why 
the client has his particular values and beliefs or the causes of his behaviours. The 
purpose of the rule of description is to avoid giving the client theoretical explanations. 
This is more important for ethnic minorities, because the theoretical models have been 
constructed within a different social or cultural system and are therefore to an extent 
meaningless to them.
Effective cross-cultural therapy requires more important elements than just cultural 
knowledge. A therapist from the same cultural background may benefit the client 
because there is a shared socio-cultural context. However, the whole picture can only 
be learnt from the client (Eleftheriadou, 1992a). The client must be seen by the therapist 
as an individual, not as a representative of his family or culture. ‘If the client is perceived 
as representing a certain culture the danger is that the complexity and uniqueness of the 
individual's own learning and experience is undervalued and stereotyping and prejudice 
may be the end product’ (Eleftheriadou, 1992a, p.23).
In the research literature on outcome variables, there seems to be no consistent evidence 
that ethnic matching of clients with therapist results in more favourable outcomes (Sue, 
Zame and Young, 1994). In 1991, Wade and Bernstein (cited in Kareem, 1992) 
investigated the effects that therapist cultural sensitivity training has on African-American 
clients. They assigned experienced African-American or white therapists to either a
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cultural sensitivity training program or a control group where there was no additional 
training. The therapists treated African-American women from the community who 
needed counselling. The clients rated the culurally trained therapists as having greater 
expertise, trustworthiness, empathy and unconditional positive regard than the therapists 
who were not exposed to this particular training.
There seem to be far too many individual differences between clients that should alert us 
not to match clients and therapists to their racial or cultural background. Kareem (1992) 
argues that matching clients and therapists of the same race or culture often results in 
stereotyping and in imprisonment of both the therapist and the client in their own 
cultural identity.
Conclusion
Failure to work efficiently transculturally might often be caused by not having taken 
seriously the different views and perception that the client might hold of the world. 
According to Kareem (1992), the client can be in charge of his life, and, in the end, he 
will decide what changes are needed for him, in relation to his own attitude and 
experience. Cultural issues are always present in therapy and have to be addressed when 
they emerge. Being aware of our own cultural frame facilitates the exploration of the 
client's experience, values beliefs and behaviours. However, cultural factors should be 
used to clarify rather than to dominate the whole process in therapy. A therapist cannot 
possibly have complete knowledge of every single culture, and even if he can one must 
always be aware of the danger of prejudging or seeing the client as a stereotype.
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1.5 ASSESSMENT OF PSYCHOLOGICAL CARE IN  GENERAL PRACTICE 
IN  ICELAND: EXAMINATION OF POTENTIAL NEED FOR 
PSYCHOLOGICAL COUNSELLING SERVICE IN  PRIMARY CARE
In Iceland, specialised psychological service is not an integrated part in primary health care 
settings and general practitioners' attenders suffering from psychological problem would 
have to be referred to extramural services, that is, to privately practising psychologists, 
psychiatrists or to mental health hospitals for specialised intervention.
According to Hansen (1987), the emphasis on the development of psychiatric services in 
Scandinavia has been on sectorisation, rather than co-operation with primary care. This 
kind of organisation involves a psychiatric unit, either at a general hospital, a mental 
hospital, or an outpatient unit, responsible for all kinds of psychiatric services to a 
geographically defined area. Hansen's experiment in Norway, in integration of the 
psychiatric services in primary care, which involved a problem-orientated brief 
psychotherapy service, accepting direct referrals in primary care, showed a significant 
reduction in admission to mental hospital. This is one of the few studies describing the 
outcome of pure consultation model psychotherapy intervention in general practice, and 
the patients involved were chronic neurotics which would seem a difficult group to treat.
In Britain, most patients with psychological problems are managed in primary health care 
(Wilkinson, 1988), and it has been estimated that about 30 per cent of patients in general 
practice consult their doctor entirely because of emotional problems (Pereira Grey, 1988). 
According to Goldberg and Huxley (1980), more patients receive treatment for emotional 
problems from general practitioners than receive specialist psychiatric or psychological 
treatment. Wilkinson (1989) looked at referrals from general practitioners to psychiatrists 
and paramedical mental health professionals and found that of the 14% of patients
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consulting with symptoms which turn out to be psychiatric, only 5% were referred for 
specialist help. The remaining cases were treated by their general practitioners.
Having a psychologist on site in primary health care settings would mean that patients with 
psychological problems could be referred directly and quickly, and would most probably 
result in a reduction of workload and stress for doctors, and, more importantly, in better 
psychological care. The assessment of psychological problems, detected by the general 
practitioner, would then be carried out by a psychologist who could offer therapy or refer 
the client elsewhere e.g. to a psychiatrist if needed. Referrals to psychiatrist or clinical 
psychology departments might not always be necessary, and psychologists could give 
prompt feedback to the general practitioners if they are part of the primary health care 
team.
An additional benefit is that if a psychology service is offered on site, the stigma attached 
to a patient’s referral to a psychiatric department or psychology department is avoided. 
Thomas (1993) found that eighty-five per cent of a sample of 100 patients in primary care 
indicated that they would prefer seeing a counsellor in their doctor’s surgery to consulting 
a therapist or a counsellor from an outside agency. This same study looked at the 
psychological and emotional problems that might benefit from counselling. This study 
found that 51% felt that they would be most likely to benefit if they became depressed or 
anxious. The second highest group of emotional problems was bereavement and loss 
(16%) and relationship difficulties came last (11%).
Given the results from research in Britain on the prevalence of psychological problems 
among general practice attenders, their preference for referrals to a professional on site 
and the likelihood of reduced stigmatisation of psychiatric referrals, it can be assumed that
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attaching psychological services to the primary health care setting would result in better 
psychological care. Furthermore, the results from the Norwegian experiment (Hansen, 
1987), indicates that integration of these two services might result in reduced admissions 
to mental hospitals. However, assessment of psychological care in general practice in 
Iceland is essential before any debate about these issues can take place. Information is 
needed about current practice, the prevalence of psychological problems among the 
attenders, and what happens to people in need of some form of psychological 
management who consult their general practitioners.
Pilot
A pilot study was carried out amongst general practitioners on the perceived need for 
psychological services in primary health care in Iceland and management of psychological 
problems detected amongst their patients. A questionnaire was used to examine the 
frequency of psychological morbidity amongst general practice attenders, as perceived by 
GPs, in two primary care health centres in the capital area of Reykjavik. Out of 175 
consultations, 7 GPs observed psychological problems for 76 patients consulting them for 
three consecutive days. GPs’ management of consultations amongst patients observed 
with psychological problems were analysed in terms of referrals and prescriptions. The 
GPs themselves were found to be managing the majority of the 76 patients that were 
thought to have psychological problems, - only 12 patients were referred to mental health 
professionals, psychiatrists or psychologists. The emotional problems observed by the 
doctors were mainly depression and/or anxiety, and prescriptions were made for 51 
patients of this group, out of which 22 patients had prescriptions for anti-depressants and 
15 for anxiety-inhibiting medication. Sleeping tablets were prescribed for 11 patients out 
of which 4 were combined to the prescriptions of anti-depressants and anxiety-inhibiting 
medication.
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The results from this pilot study give a strong indication of an existing need for mental 
health professionals providing specialised psychological interventions within these general 
practices. Specialised interventions in the form of psychological counselling would seem 
to be highly appropriate, according to the kind of psychological problems observed by the 
doctors.
Why counselling psychology?
Counselling psychology can contribute much to service developments in primary health 
care settings. Knight (1995) stresses the fact that counselling psychologists do not usually 
work alone with clients suffering serious mental malfunctioning, such as clinical 
depression, schizophrenia or psychoses, but more commonly with sub-clinical depression, 
anxiety disorders, life stresses, traumas, and difficulties in relationships, that is, problems 
often encountered in primary health care settings. The benefits for the clients involve the 
fact that therapy is informed by psychological theory and research. Counselling 
psychologists can apply short-term interventions and psychological assessment. They 
study a variety of models/theories and are also knowledgeable in the general field of 
psychology. The advantages of this is that counselling psychologists have a psychological 
background, and their interventions are based on psychological research which also 
enables them to provide a preventative and consultancy approach. Furthermore, because 
they are familiar with several theoretical approaches, they can be flexible and adapt to 
different needs among clients. They do not only use listening skills, offering empathy, 
warmth and genuineness, but they also apply psychological techniques and interventions. 
The emphasis is on well-being rather than on sickness and maladjustment. Instead of 
concentrating on symptoms, the concerns in counselling psychology are focused on the 
whole person in all areas of functioning (Knight, 1995).
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The distress that the majority of patients in primary care experience, is a ‘normal’ reaction 
to either physical illness or some other problem in their lives. Detecting that at an early 
stage is crucial. Counselling psychologists can bring to primary health care settings an 
understanding of a wide range of psychological theory and research and this may be 
valuable in their work in preventive medicine, consultancy, developing protocols and 
training others. Thus, the role of the counselling psychologist in primary health care 
settings could be to provide psychological counselling to patients and their relatives, either 
individually or in groups, to work with other health professionals and the staff involved, 
and provide suggestions on how the service could be changed to meet more effectively the 
psychological needs of the patients.
Conclusion
As the recognition of the psychological factors in health and illness is gaining territory, 
counselling psychologist will have a major role in developing services to meet the need of 
clients in primary health care settings. All members of the primary health care team can 
benefit from a counselling psychology service in general practice. The psychologist can 
support the doctors and others in the practice in managing patients, particularly those 
referred to as 'difficult practice patients' and may consider how the service could be 
changed to meet more effectively the psychological needs of the patients. In the pilot 
study mentioned above, the GPs did not seem particularly keen on referring patients to 
psychologists even if such a service was available in their settings. Further investigation in 
primary health care settings in Iceland might reveal factors that determine the doctors' 
decisions about referrals to psychologists and draw the GPs' attention to what psychology 
can offer in this context.
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2 INTRODUCTION TO THE THERAPEUTIC PRACTICE DOSSIER
The therapeutic practice dossier consists of the following: A description of the different 
placements, a brief overview of the three years placement experiences, summaries of 
four client studies, and a discussion of process issues derived from two process reports.
In order to maintain confidentiality, in the case histories and other material reported, the 
names of clients described are, of course, fictitious, and in all instances details have been 
reduced to ensure that recognition will be prevented. The original client studies, process 
reports, and log books of therapeutic work, including other work carried out on 
placement, are included in a separate appendix kept at the University of Surrey.
2.1 DESCRIPTION OF PLACEMENT SETTINGS
During the training, four placements were completed. These were at:
=> A treatment centre for chemical addiction,
=> A primary health care setting,
=> A medium secure unit for mentally disordered offenders,
=> A psychiatric hospital.
The above placements were chosen on the basis of the course requirements, that in the 
second year of practice supervision should be from a psychodynamic perspective and that 
in the third year it should be from a cognitive-behavioural perspective.
The first-year placement started in November 1994 and ended in late August 1995. The 
second year placement lasted from September 1995 until August 1996. The third year 
placement began in September 1996 and ended in August 1997. The last was
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exceptional, as the training was carried out at two different placements, the first months 
at the clinic for mentally disoredered offenders, and, from January onwards at the 
psychiatric hospital in Reykjavik. The time spent in the above settings was at average 
two days per week. Direct therapeutic work with clients involved 458 client hours and 
the number of supervision sessions was 141.
2.1.1 A treatment centre for chemical addiction
In my first year as a Psych D trainee in psychotherapeutic and counselling psychology, I 
was placed at a treatment centre for chemical addiction for practical training. The centre 
operates as a detoxification and a therapeutic community for chemically addicted 
individuals. The six weeks treatment programme offered at the centre was partly based 
on the Minnesota model (Cook, 1988), which consists of a highly focused programme 
that includes cognitive and behavioural methods and adopts AA and NA ideology.
The therapeutic work carried out by the trainee at this placement included assessments 
for treatment, group therapy, individual therapy, and family therapy. A psychodynamic 
approach was used for general client work, integrated with the Minnesota approach and 
the therapeutic style derived from the client-centred therapy was emphasised (Rogers,
1951). In family therapy, the theoretical basis adopted was the system approach (see 
Bennum, 1991). The supervision provided by a chartered counselling psychologist, was 
mainly psychodynamic and the use of counselling skills theoretically linked to client- 
centred therapy was emphasised. At average, two days per week were spent in this 
setting, representing 136 client hours, 30 individual supervision sessions and 17 group 
supervision sessions.
2.1.2 A primary health care setting
The second year of training on placement was in the context of primary health care. The 
psychological service at the setting is part of Pathfinder Mental Health Services NHS 
Trust. The theoretical approach used was psychodynamic, and psychoanalytical was
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supervision provided. Seven general practitioners working at this medical centre referred 
clients with a wide range of difficulties for psychological assessment. The assessments 
and the psychotherapy were carried out by the counselling psychology trainee and the 
supervisor who is a UKPC registered psychotherapist. The therapy offered was 
individual, brief-dynamic therapy (e.g. Malan, 1979) which took up to 12 sessions. Two 
days per week were spent in this setting, representing 152 client hours and 59 individual 
sessions of supervision.
2.1.3 A secure unit for mentally disordered offenders
During the first three months in the third year of training, I was placed at a secure unit for 
mentally disordered offenders. The Clinic is part of Pathfinder Mental Health Services 
NHS Trust and is a medium secure unit for mentally disordered offenders of both sexes, 
who may represent a danger to others. The Clinic is a locked unit and patients are 
generally, but not always, admitted to the Clinic under the Mental Health Act 1983.
The clinical care on the unit is provided by a multi professional team consisting of nurses, 
doctors, social workers, occupational therapists, and psychologists. The team is led by a 
consultant forensic psychiatrist.
As the duration on placement was only a period of three months, the training mainly 
involved observational opportunities and joint sessions with the supervisor, who is a 
chartered clinical psychologist. The therapeutic work observed included, for example, 
continuous risk assessments, intelligence assessments, psychometric assessments, and 
therapy sessions. The theoretical approach used was cognitive behavioural which was 
the approach in supervision.
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Other activities on placement involved, for example, ward rounds, which are meetings of 
the staff team, where each patient’s care is reviewed, and case conferences where a 
patient’s case was discussed in depth and longer term plans made. An academic 
program was provided for the staff at the Clinic, such as weekly ‘breakfast seminars’ 
where various theoretical and therapeutic issues were presented and discussed, plus 
research meetings, case presentations, journal reviews and forensic visits. At average, 
two days per week were spent on this placement.
2.1.4 A psychiatric hospital
The last training placement ran from the beginning of January through the end of August 
1997. The placement setting was at the University Hospital, Reykjavik, Department of 
Psychiatry. Mainly the therapeutic work took place in an in-patient ward, which is an 
acute ward where patients who suffer acute episodes of psychiatric illness are admitted. 
The ward, which has 18 beds, is locked because most of the time the patient-group 
includes highly disturbed patients who may harm themselves and are often suicidal. The 
admission is usually for a short period of time, one to six weeks, and occasionally for a 
longer stay. Patients on this ward may suffer from a range of psychiatric illnesses, such as 
manic-depression, depression, severe personality disorders, schizophrenia, and psychosis. 
At this ward, the trainee is a member of a multidisciplinary team, which includes four 
psychiatrists, two psychologists (the counselling psychology trainee and the supervisor, a 
chartered clinical psychologist), an occupational therapist, a physiotherapist, a social 
worker, nurses, and care-takers.
The psychiatrists referred admitted patients for a psychological assessment. The 
assessment included interviewing and psychological testing. A psychological report was 
then presented at a clinical meeting with all clinicians, and recommendations for therapy 
are suggested and discussed. The trainee’s work was to perform these psychological 
assessments, present the psychological report, conceptualise, make suggestions about 
treatment, and, if appropriate, carry out the psychotherapeutic work.
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Therapy was also carried out at an out-patient ward, which mostly involved weekly 
therapy sessions (follow-up) with patients who had been discharged from the in-patient 
ward, but in addition referrals were received via the supervisor from psychiatrists working 
in the out-patient ward.
Meetings included weekly clinical meetings in the in-patient ward, morning ward-rounds 
with patients, and rapport meetings. Additionally, weekly meetings were held with all 
psychologists working at the University Hospital where professional issues were discussed. 
Seminars and training sessions are held regularly amongst the psychologists where various 
therapeutic work and research reports are introduced and discussed.
The supervision was primarily cognitive-behavioural (e.g. Beck, Rush, Shaw and Emery, 
1979; Scott, Williams, and Beck, 1989) and therapeutic work was mainly carried out in 
line with that approach. Two to three days per week were spent on this placement, 
representing 170 client hours and 52 individual supervision sessions.
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2.2 OVERVIEW OF THE PLACEMENT EXPERIENCES
It is through the experience of client work that theory comes alive. In the first year of 
training at the treatment centre for chemical addiction, I worked as a member of the 
clinical team. The client group consisted of chemically addicted individuals admitted as 
residents to the centre for a six-week treatment program. The therapeutic work carried 
out on placement involved assessment for admission to the program and all therapeutic 
aspects of the treatment program, such as group therapy, individual therapy, and family 
therapy.
A psychodynamic approach was used for general client work, integrated with the 
Minnesota model, which involved cognitive and behavioural methods. As this was the first 
year of training the emphasis was mainly on the basic skills of counselling psychology. 
Assessing clients for admission to a treatment program was a good opportunity to practise 
those skills. The trainees had the opportunity to conduct assessments once to twice a 
week, which was very convenient in the beginning of training, especially since the emphasis 
was at the same time on the assessment procedure and formulation in the academic study.
When it came to ‘life after assessment’, things became more complicated. Being involved 
with running parts of the treatment program based on the highly focused Minnesota Model 
was relatively easy, because structured sessions were available for use. However, when 
working individually with clients, after having conceptualised the problem, thoughts such 
as ‘what do I do now?’ inevitably ran through my mind. Individual supervision and 
meetings where the therapeutic needs of each client were discussed proved to be helpful in 
this matter. An attempt was made to use a psychodynamic approach when working 
individually with clients, but the main emphasis was still on exercising the therapeutic 
skills, mostly derived from Rogerian concepts, rather than being concerned with a pure 
theoretical approach.
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It was felt to be of benefit that on this placement the trainee was a member of a clinical 
team. The clients often presented with disturbing life experiences and it was supportive for 
the trainee to be able to discuss such material within the team. Debriefing was an 
integrated part of the team-work following individual and group-therapy sessions.
Issues of professional identity arose within this setting, such as the question ‘what is the 
difference between counselling psychologists and counsellors?’. The majority of members 
of the clinical team were counsellors and there was a tendency within the team and the 
client group to refer to the counselling psychology trainees as counsellors. Subsequent 
considerations involved ‘if in practice we are no different to a counsellor, what is our 
unique contribution as counselling psychologists?’ These questions obviously required 
careful considerations of one’s ‘professional role’. This turned out to be a useful, as the 
identity issues became clearer.
The second year on placement was in the context of primary health care where the client 
group presented with a wide variety of problems. The type of therapy offered in this 
setting was ‘time-limited therapy’ where up to twelve sessions were offered to the clients. 
The theoretical approach used was psychodynamic within the framework of Brief-Dynamic 
Therapy. All work with clients and the supervision provided was strictly within this 
theoretical approach. Assessments were not included in the number of sessions offered to 
the clients, and there was the opportunity to extend the assessments over two sessions.
The assessments were conducted for this particular kind of therapy, which inevitably 
involved theoretical considerations of clients’ suitability for this kind of therapy. Research- 
based issues of clients’ suitability for therapy therefore definitely came alive here. The 
importance of being able to quickly find a focus to work on was challenging and 
emphasised the basic requirement of being able to conceptualise the problem. The 
importance of the formulation, if in doubt, most certainly became obvious.
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Having had the experience of working in a team, this was the experience of isolation. The 
communication with other professionals was in the form of writing, receiving referral 
letters from the doctors and writing feedback letters to them at the end of the therapy. 
There were no discussions of clients except in the context of individual supervision. 
Considerations of ethical issues, such as confidentiality, came alive when giving feedback 
to the doctors, e.g. ‘should the family doctor know if a patient of his was beating his 
wife?’.
In this particular setting, issues of the importance of a secure therapeutic frame became 
highly conscious. The doctors’ rooms that were available at the time of therapy sessions 
were used for client work. The client never knew on arrival in which room he or she 
would be invited. In addition, the rooms were of course filled with medical tools. Other 
frame issues involved other professionals accidentally arriving into the room and secretarial 
staff knocking on the door in the middle of session.
However, it was felt that the frame provided by the limited number of sessions was helpful, 
because the therapeutic work became more focused. The psychodynamic supervision, 
which was always at the same time of the week at the same hour, was perceived as secure 
and containing and drew attention to the importance of ‘a secure supervision frame’, which 
at the same time served as a model for therapeutic work with clients. This placement gave 
an excellent opportunity to integrate psychodynamic theory into practice and this was the 
time when previous ‘personal therapy’ was thought of as a useful and perhaps necessary 
pre-requisite.
The work experience in the third year was definitely challenging. Working in the context 
of psychiatry at a University hospital as a member of a multidisciplinary professional team 
was felt to have contributed much to my studies. Working side by side with psychiatrists 
in a hospital setting requires that the psychologist has to be constantly aware of the 
emphasis that is inevitably put on the medical model. As a counselling psychology trainee,
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I feel that I offered an alternative where the emphasis is on the patient’s world and 
experiences. I feel that my work at this placement has been welcomed by the psychiatrists 
who seem to have appreciated my attempts to use the approach of counselling psychology 
to the patients’ treatment.
In this placement, terminology has come into consideration. For example, when referring 
to individuals seeking help for their emotional distress, I usually use the term ‘client’, but 
within context of the hospital Iuse the term ‘patient’. The term ‘client’ has the sense of 
an individual having entered a voluntary relationship, when they may actually have been 
admitted to the psychiatric ward against their will. In this circumstance and particular 
setting, the term ‘patient’ seems to reflect the person’s reality more accurately.
The supervision in this setting was cognitive-behavioural and the same approach was used 
in general therapeutic work with patients. However, in my therapeutic work, other 
theoretical models have been put into practice where they seem more beneficial or more in 
line with the patient’s needs.
I found the work within the environment of a University Hospital highly suitable for the 
scientist-practitioner’s approach. Research facilities, library facilities, teaching and 
educational opportunities were among the things that made the setting desirable for a 
scientist-practitioner trainee.
Opportunity to work both with in-patients and out-patients contributed to the variety and 
severity of the problems presented. In addition to psychological assessments, therapy 
sessions with patients, ward rounds, and clinical meetings, the practice opportunities 
included close work with other psychologists and cross-professional communications. 
Assessments involved psychometric testing which was a standard procedure in the setting, 
and, when writing psychological reports, the patients’ problems were conceptualised in 
terms of their psychopathology for the reason of cross-professional communication. Still,
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psychological formulation was always included and it was felt that constant awareness of 
the counselling psychology approach was needed whilst working in an environment were 
the medical model is highly emphasised.
Organisational work included involvement in working- and discussion groups concerning 
the continuous development of psychological services within the hospital.
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2.3 SUMMARY OF FOUR CLIENT STUDIES
2.3.1 Summary of Client Study 1
Mrs. S. (37) was referred for therapy by her GP, with the presenting problem of being 
depressed and overwhelmed with the stress of looking after her children and running her 
very large household. Mrs. S. has three children with her husband and has also been 
fostering children. She complained of a stressful relationship with her extended family, 
especially her father and stepmother, and felt that they ‘put her down’ all the time. Mrs. S. 
was only a few months old when her mother left home. She and her siblings were left with 
their father and a grandmother.
Later, the father remarried, the grandmother left, and the children, who were still young, 
were made to believe that their stepmother was their real mother. As a teenager, Mrs. S. 
found out that her real mother was living elsewhere. The children were told that their 
mother had left them and did not want to have anything to do with them. Later, however, 
the father arranged a meeting for the children with the real mother. At this meeting they 
learned that their mother would not have anything to do with them and had a family of her 
own.
Mrs. S’s relationship with her stepmother and her father had become gradually worse since 
she found out that she had a real mother elsewhere. She ran away from home and got 
married without her father’s acceptance. She reported that she was desperate to get away 
from her father and stepmother at that time and although she did not love her husband, she 
did not mind, because she would have had an arranged marriage anyway by her father, due 
to their culture.
Mrs. S. described how her father had totally rejected her and how he treated her as 
completely worthless. Although, she was angry at her father’s behaviour, she had never 
been able to express these feelings towards him. She reported that she loved her father
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very much and wanted his acceptance ‘but however hard she tried to please him, he would 
never thank her or appreciate what she did’.
Mrs. S’s current feelings of depression and anxiety and difficulties with coping with 
relationship issues is potentially a long-term effect from repeated losses in her life. Mrs.
S’s repeated losses of mothers can be seen as the ‘point of maximum pain’ (Hinshelwood, 
1995), and the pattern of defensive relationships appears to be her desperate need to please 
others, which seems apparent in her behaviour towards her father. Most probably this is 
linked to her fear of rejection. Mrs. S. seems to have coped by repressing her own 
feelings of anger and pain. Escaping, from painful situations and emotions is also a 
potential defence mechanism adopted by Mrs. Smith, e.g., the ‘escape’ from her ‘parents’ 
into marriage. A person experiencing rejection from her parents in childhood may easily 
translate the experience into fear of rejection in adult relationships and become afraid to 
express herself (Jacobs, 1994). This seems to be the case with Mrs. S.
Another sort of defence which may be unconsciously adopted by Mrs. S. in order to cope 
with her difficulties is what seems to be her ‘tendency’ to adopt and foster other peoples’ 
children (who have presumably experienced ‘loss’ of parents or their ‘rejection’) .
‘Healing the child within’ is a concept that emerged from the literature on adult children of 
dysfunctional families (Whitfield, 1989). Taking care of these children might have been a 
way for Mrs. S. to heal her own child within. Adopting one’s inner child involves first 
imaging a time from one's childhood when one was hurt and then imaging a ‘good mother’ 
and a ‘good father’ showing concern and care for one's needs. Through this activity, one 
can learn to provide nurture for one's own inner child (Farmer, 1989). ‘-The client can 
feel a parent in relation to external figures into whom she has externalised her own internal 
child part’ (Hinshelwood, 1995, p. 159).
The focus in the therapy has been on exploring Mrs. S’s past and present relationship 
issues and experience of loss and rejection. In one of the first sessions a transference issue
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where Mrs. S. seemed to be ‘pleasing5 me was clearly apparent. She was obviously trying 
to convince me that she was a ‘good mother5, although she did not really feel that way. 
This behaviour towards me, seemingly a continuous need to be accepted as a ‘good 
mother5, probably reflected the behaviour towards her father. In later sessions, this was 
addressed, which led to further exploration of her feelings of being worthless and not at all 
‘good enough5. It was felt that if she was confronted with really painful issues too early in 
therapy (before the development of a trusting relationship), she might ‘escape5. Escape 
seemed to have been one of her defence mechanism adopted in the past, e.g. when running 
away from home.
Mrs. S. seemed to have gained some insight into her problems and began to take risks.
She seemed to have realised that she did not necessarily have to be so ‘pleasing5 in order 
to be accepted by others.
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2.3.2 Summary of Client Study 2
Mr. B. (20), who is working in a garage and living with his pregnant girlfriend and their 
young child, was referred for psychological assessment by his GP, with the presenting 
problem of depression and anxiety. He felt that his problems started after an incident of 
drug-use the effects of which involved suicidal thoughts and overwhelming feelings of 
sadness and guilt. He described how he used to be such a strong person, ‘never letting 
anything hurt him or touch him’. He now feared ‘loosing control’ and ‘becoming mad’, 
including uncontrollable thoughts about harming himself or his family. Mr. B’s father had 
been a heavy drinker who physically abused his wife and frequently left home for some 
periods of time. As a child, not being able to protect his mother, Mr. B. reported having 
felt scared and guilty on these occasions. When angry, he had the tendency to use his fists, 
and have fights at school, in pubs, etc. The only person that he felt he could talk to was 
his grandmother who lived with the family but died when he was about 10 years old.
The form of the psychodynamic formulation used was based on the three areas of object 
relations suggested by Hinshelwood (1995), that is, the current life situations, the early 
relations, and the transference relationship. From these core object relationships, a ‘point 
of maximum pain’ (Hinshelwood, 1995) was hypothesised and the pattern of defensive 
relationships that attach to it. Mr. B’s current feelings of depression and anxiety seem to 
be a long term-effect from what might have been a repression of angry and unacceptable 
aggressive feelings. He never expressed his anger or distress towards his parents.
The ‘loss’ of the only person to whom he was able to show his real feelings, and the 
frequent ‘disappearances’ of his father, might have left him with the unconscious message 
that ‘if you express any bad feelings, people that you love may die or leave’. The ‘point of 
maximum pain’ for Mr. B. would seem to have been witnessing the traumatic conflicts 
between his parents, and their frequent split ups. The mechanism of defence may have 
been the repression of unacceptable feelings of fear, anger, and aggression. Mr. B. seems 
to have coped through the means of this mechanism of defence, by ‘not letting anything
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hurt him or get to him’. In Freudian terms, such defensive manipulation of feelings is 
likely to develop into neuroses. This seems to have been the case with Mr. B. who is now 
suffering from what seems to be obsessive thoughts of loosing control and perhaps 
harming other people or himself.
Another contributing factor to Mr. B’s current problem would seem to be the additional 
strain of being a teenage father overwhelmed with the possibility that he might not be able 
to take care of his young family. This might also be the precipitating factor, triggering his 
current problems, especially in the light of his girlfriend’s current pregnancy. His use of 
drugs made him feel guilty for not being responsible for his family, which might in turn 
have triggered the ‘return of the repressed’ and caused his depression and anxiety.
Mr. B’s case can also be seen as an illustration of Malan’s (1979) triangle of conflict 
comprising defence anxiety and hidden feelings. His defence seem to have been that of 
symbolic control (never letting anything get to him), repressing unacceptable feelings and 
thoughts, while the anxiety is his fear of the harm that he may do if he expresses the hidden 
feeling, which appears to be anger. Anger towards his parents for their constant conflicts, 
towards the father for not loving him, and towards the mother for not being protective.
In the sessions, the focus was on Mr. B’s explorations of his own feelings surrounding his 
difficulties in expressing angry and painful feelings. It was felt that Mr.B. had rapidly 
developed attachment and dependence on the therapist. Early in the therapy, a strong 
transference/countertransference relationship seems to have emerged between us. Mr. B. 
seems to have projected on me his feelings of idealised father or mother - the ‘good 
parent’ who provides a secure and reliable relationship (frame) - and in the beginning of 
the relationship I seem to have identified with it. This would seem to have caused his 
regression to dependency.
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Becoming aware of the nature of the therapeutic relationship, such as transferential issues, 
was a turning point in the therapy. Transferential issues were addressed, special attention 
was given to the management of the ’therapeutic frame' (in Livingstone Smith, 1991), 
separation issues and the nature of angry and painful feelings were emphasised. Although 
Mr. B. seemed to have gained some insight into his problems and reported feeling slightly 
better, it was felt that he would benefit from further therapy, and he agreed to referral 
arrangements for long-term psychotherapy.
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2.3.3 Summary of Client Study 3
Mr. F. (24) had been admitted to an in-patient psychiatric ward, feeling depressed and 
anxious plus concerns that he might be occupied with suicidal thoughts. He was scared 
because he felt emotionally numb and could not feel anything for his girlfriend or his 
parents. He admitted that he had sometimes had suicidal thoughts. Mr. F. also gave a 
history of self-destructive behaviour, kicking walls and tables, and cutting himself when he 
felt very anxious and depressed.
Mr. F. was unemployed and lived with his girlfriend. He reported being addicted to alcohol 
and drugs but since undergoing a treatment a few years earlier he had not been using any 
drugs. He had suffered from a chronic illness since early childhood and had frequently been 
admitted to hospital because of this. At school, he was bullied and he recalled many scenes 
of violence there and said that he used his fists and threw stones to survive. He recalled 
being sent to a special home for children with behavioural difficulties. For a year, he was 
staying with foster-parents. He said that he had always hated hospital settings and felt that 
he did not like psychologists. In general he did not seem to have high expectations of 
others, especially 'professionals', such as teachers, hospital staff, etc. Mr. F. had been in a 
steady relationship with a woman for a couple of years but she left him and a little later she 
died. He felt that this was the only significant relationship that he had had with a woman. 
He had been with the current girlfriend for only a few months and now he feels that he is 
not capable of carrying on in this relationship.
The form of the following cognitive behavioural formulation is based on three general 
principles suggested by Kirk (1989), i.e. current problem, an explanation of how the 
problem developed (including predisposing factors and strengths as well as immediate 
precipitants), and maintaining factors. Mr. F’s current feelings of depression and anxiety 
would seem to be a result of long-standing difficulties in psycho-social history.
Predisposing factors might be an early failure of integration of feelings, which might be 
caused by a disruption of care through his illness and behavioural difficulties. Such a
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disruption of care suggests that at an early stage Mr. F. may have developed a coping 
strategy, involving emotional distancing, which would have prevented normal subsequent 
integration of feelings. His formative years seem to be scarred by insecure and 
disorganised attachments characterised by frequent separation from the family, including 
hospitalisations, being sent to a home for 'difficult' children, and foster care. Mr. F’s 
mistrust in professionals and difficulties with engaging, probably stem from highly 
inconsistent parental care and his experience of institutions.
In cognitive behavioural terms, his core beliefs would seem to be ‘it is best for me to keep 
at distance, - others will fail me’. This core belief, and, subsequently, what seems to be his 
inability to get emotionally involved with other persons and verbalise his feelings, is most 
likely to contribute to his depression and anxiety. Other contributing factors to Mr. F’s 
current problem would seem to be traumatic life events, for example separation from his 
girlfriend followed by her death. These events have inevitably served as maintaining factors 
to his problem.
Since Mr. F. was a teenager, he seemed to have coped with the emotional distress through 
the means of alcohol and drugs. Later, when his addiction had been treated, he seems to 
have coped by distancing himself. The precipitating factor triggering his current distress 
may be his feelings of being threatened in the relationship with his current girlfriend and his 
fear of becoming too emotionally involved with her. At the same time, he feels guilty for 
not being able to feel the 'right' feelings towards her. It would seem that, due to Mr. F’s 
considerable difficulties with verbalising or sharing his ‘self-defeating thought processes’ 
and associated feelings, he cuts himself or kicks the walls when they become intolerable.
The establishment of a therapeutic alliance with Mr. F. seemed to be essential, bearing in 
mind his pre-conceptions of psychologists. The main focus was on interpersonal 
relationships, where thoughts and feelings associated with previous experiences were 
explored. Cognitive behavioural methods were used in order to reduce the self-cutting.
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Mr. F. was given tasks and an arrangemen was made that whenever he felt like cutting 
himself he was supposed to find someone on the ward, a member of staff or a patient that 
he trusted and talk about his difficult thoughts and feelings. A more dynamic approach was 
used in order to facilitate his expression of painful feelings.
After his discharge from the ward he was admitted to secondary care. He had been feeling 
better and had not harmed himself for over a month, but therapeutic work was continued in 
an out-patient ward.
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2.2.4 Summary of Client Study 4
Mrs. L (32) was admitted to an acute psychiatric ward after a suicide attempt, and 
continuous self-cutting . She complained of having been under a lot of stress recently and 
presented with anxiety and depression. Recently, she went through a divorce after about 
10 years of marriage. She had continuing conflicts with her ex-husband, e.g. about the 
parental arrangement of their children. She described an urge to harm herself and had 
thoughts about getting razor-blades in order to cut herself. Mrs. L described herself as a 
character who had always been coping with whatever happened. She had always been the 
‘perfectly happy’ woman when with others, even if she did not feel like it at all. She 
described her marriage as superficial, with her constantly trying to please her husband, 
striving to be the perfect wife. She described her ex-husband as an overwhelmingly 
controlling person who never showed his feelings.
Mrs. L was brought up by her parents as the youngest child. She described a happy 
childhood but said that her life changed after the A levels. At that time there was an 
‘explosion’ in the family. It became apparent that her father had an affair with another 
woman. At the time, her parents were constantly arguing and she described how her 
mother used to pace endlessly up and down the rooms in the house, crying every day.
Mrs. L said that the emotional distress because of this led to her first suicide attempt. She 
said that during this crisis her parents never made an attempt to talk with her, and that it 
was almost like she did not exist any more. She described her family as never talking 
about or confronting difficult emotional matters and that any inappropriate or conflictual 
conversation was avoided. Looking back, she saw her mother as a very controlling 
person, and that all members of the family were always pleasing her and taking care of her 
needs.
Mrs. L’s difficulties were most probably related to the divorce with her husband and what 
seemed to be her inability to face emotional problems. It also seemed that L’s previous
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experience, when her parents went through their marital crisis was a contributing factor. 
Within the framework of cognitive-behavioural theory, Mrs. L’s lesson from that 
experience and subsequent dysfunctional assumptions might have been of the following 
sort ‘emotional conflicts are intolerable and to be avoided at all cost’, and ‘if I am not 
coping and subsequently showing or expressing emotional distress, I will be rejected’. 
These beliefs may have been functional in the context in which they originated, but are 
maladaptive in the current adult situation.
When Mrs. L divorced, she seems to have been incapable of dealing with subsequent 
emotional distress and angry feelings. Her anger seems to have turned against herself, 
accompanied by distorted assumptions, such as, ‘it is all my fault’. The self-cutting would 
appear to have been intentional behaviour and primarily aimed at expressing and relieving 
feelings which Mrs.L felt unable to manage in any other way. Self-harm was the only way 
in which she could express her feelings towards her parents as a teenager, and it seemed 
that she still relieved unmanageable emotional distress in this self-destructive way.
In the beginning of therapy, the formulation of her problems was discussed with her and 
agreed on. It was felt that in the first sessions there were some obstacles for Mrs.L’s 
engagement because of her use of defences such as denial and intellectualisation.
However, Mrs. L became gradually engaged in therapy which aimed at helping her to 
confront her fear of facing emotional distress. An attempt was made to link her fears to 
what seemed to be her dysfunctional assumptions from earlier experience, such as, ‘I must 
not be angry, because if I am, I must be a bad person’, ‘I must not talk about things that 
may upset others, then I am a bad person and they will reject me’.
Mrs. L was discharged from the ward but therapy continued in an out-patient clinic where 
the main emphasis was Mrs. L’s integration and acceptance of both ‘good’ and ‘bad’ 
aspects of thoughts and feelings. At the time of the last follow-up session she had not had 
any self-cutting episodes for about four months and reported that she felt better.
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2.4 A DISCUSSION OF PROCESS ISSUES
2.4.1 Process Issues Derived from Process Report 1
Mrs. D. (39) had a twenty years history of drug-abuse. She had been sexually abused by 
her father from the age of seven and the abuse had been going on into her adulthood. In 
recent years, she had displayed self-destructive behaviour including strong suicidal ideation 
which led to several suicide attempts.
Mrs. D. had been admitted to a treatment program for alcohol- and drug addiction, and 
had been attending group therapy on a daily basis. She had also had individual sessions 
addressing her chemical addiction as well as underlying issues which seem to have 
predisposed her addiction. She was at the stage in the treatment program where she was 
supposed to ‘write out’ memories from the past, - resentment, fears, hate and sex hang­
ups. She found this part of the treatment program particularly difficult, and described her 
feelings as overwhelming when retrieving these childhood memories.. The process issues 
discussed here are derived from a recorded session with Mrs. D. at the time of this difficult 
stage in the treatment program.
According to Gelinas (1983), survivors of sexual-abuse are often treated symptomatically 
for one or more presenting problems, e.g. substance abuse, and the underlying dynamic of 
sexual abuse is never addressed. This can result in a series of unsuccessful and frustrating 
treatment attempts, resulting in greater hopelessness for the survivor. With this in mind, 
the individual session was intended to facilitate Mrs. D. to express her feelings towards the 
sexual abuse she had experienced, assuming that it was an underlying issue predisposing 
her chemical addiction.
It became apparent in the session that Mrs. D. had gained good insight into her progress in 
treatment and was able to link the chemical dependency to her experience in the past and 
her coping strategies. She described how she had the ability as a child to ‘switch off if 
anything was hurting: ‘I’ve got the ability to switch off if anything is hurting, - 1 switch off,
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so it does not hurt so much,  And I think as a child you weren’t allowed to cry
............. that’s where it comes from’.
From a psychodynamic point of view, she seemed to have adopted the defence mechanism 
o f‘isolation’. That is, the appropriate emotion is detached from an idea in order to 
deprive that idea of real significance. For example, one might recall being neglected or 
abused as a child in an entirely detached way with no affect of rage, grief, etc.’ (Smith, in 
Dryden, 1990, p.25) This seemed to be the coping strategy that Mrs. D. had adopted as 
an abused child, and in adulthood it became apparent again when facing traumatising 
feelings. In the session, this was apparent when she talked about her traumatic experience, 
saying ‘you’ instead of ‘I’ when referring to the abuse, thus disconnecting herself from the 
traumatic incidents.
Gil (1988) argued that dissociation is a highly innovative defence against psychic trauma 
which may be highly adaptive as an initial defence against sexual abuse, but becomes non- 
adaptive and counterproductive as a defence strategy in adulthood. Exploring the origins 
of Mrs. D’s defence mechanism served the intention of facilitating her in becoming more 
aware of her coping strategies. Assuming, in Freudian terms, that the chemical addiction 
was caused by intolerable feelings which she had ‘disconnected’ from as a child, she may 
have turned to drugs in her adulthood, as she became more conscious of her experience, in 
order to numb her feelings.
Reflecting empathically on her memories resulted in Mrs. D’s own exploration of guilty 
feelings experienced as a child, her feelings of being dirty and bad. At the same time she 
was able to see that there was nothing in her power as a child to change things. Her 
insight here was very important, because memories of abuse are often repressed at the time 
when a child’s cognitive skills are still developing, so survivors often retain a child’s 
concept of the traumatic events (Blake-White and Kline, 1985, cited in Draucker, 1992).
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An open question, ‘What kind of feelings does this bring up in you, when thinking about it 
all over again?’, led Mrs. D to express her feelings about the sexual abuse, and for the first 
time in the session she cried. Fear, anger, and perception of loss of control are primary 
responses that occur when survivors begin to acknowledge the reality of the abuse. 
Survivors learn that these responses, although painful, are tolerable (in Draucker, 1992).
Subsequently, Mrs. D came up with explanations of her abuse trying to make some sense 
of it. This is important, according to Silver et al. (1983), who found that this process, the 
survivors ability to find meaning in the sexual abuse, did facilitate the client’s coping with 
the experience. The search for meaning has been defined as ‘an effort to understand the 
event: why it happened and what impact it has had’. Understanding the cause of the event 
is a process referred to as casual attribution. In Mrs. D’s, case she attributed the actions 
of her father, mother, and brother to their addiction and sickness.
An important process issue when working with childhood sexual abuse survivors is the 
therapist’s acceptance of potential ambivalent feelings towards the abuser and the client’s 
opportunity to express these feelings. Reflecting on Mrs. D’s experience, which she had 
talked about in previous session, her failure to institute legal proceedings against her 
father, led to explorations and expression of feelings of loyalty to the abuser, and self- 
blame became apparent.
Gelinas (1983) discussed issues to consider in facilitating reattribution of blame, and the 
need for the therapist to respect the survivor’s loyalty to their family of origin. If family 
loyalties are ignored by the therapist, i.e. if the expression of anger is prematurely 
encouraged, then resistance to the reattribution process will increase. Survivors may 
continue to feel protective and loving to those responsible for their abuse. It is important 
that they have the opportunity to express their positive feelings toward the offender and 
the family. If the therapist empathically accepts these feelings, the client can then explore
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the offender’s responsibility for the abuse, without feeling the need to defend their family 
members (Gelinas, 1983).
A process issue not to be underestimated is the reaction of the therapist to the disclosure 
of the client’s experience of abuse. The most destructive responses are those of a shock, 
not believing a history of child abuse, intrusive questions related to the abuse, or 
minimising the importance of the abuse (Draucker, 1992). Reacting calmly but with 
‘appropriate concern’ seems to be perceived by the clients to be both empathic and yet 
‘strong enough’ to deal with the abuse issues. In Mrs. D’s case a conscious attempt was 
made to keep this in mind.
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2.4.2 Process Issues Derived from Process Report 2
Miss H. (23) was admitted to a psychiatric ward because of severe anxiety and self­
destructive behaviour. A few days before admission she had cut herself but denied having 
had any suicidal ideas. Her experience of unstable personal relationships, e.g. frequent 
change of mother’s partners, seemed to have seriously affected her ability to form close 
relationships with others later in life. In terms of the cognitive framework (Beck, 1976), 
what she seemed to have learned from unstable family life and her mother’s unstable 
relationships with men was: ‘it is best not to get too closely involved with people, they will 
leave anyway’. Her mistrust of other people seemed to stem from ‘parents’ who were 
highly inconsistent in attitude and behaviour towards her, and possibly having some 
emotional disorders themselves. She is bisexual and felt confused in interpersonal and 
sexual relationship, which seemed to cause her considerable distress. When thoughts and 
feelings became intolerable, she seemed unable to express them, and appeared to deal with 
them through the means of self-cutting. In terms of psychopathology, diagnostic 
possibilities included a ‘borderline’ personality disorder.
The following process issue is derived from a tape-recording of our 18th session.
The main focus in the session was Miss H’s own exploration of her relationship with her 
mother. It became apparent that the relationship was on a rather superficial level and 
reflected Miss H’s and apparently her mother’s inability to form close relationships. It 
seemed that Miss H. had never had the opportunity to express her emotional distress to her 
mother. She seemed to be striving to be a ‘good girl’ and to be accepted by her mother.
In the session, an attempt was made to link the current situation to what seemed to be 
Miss H’s deep rooted fear of rejection and insecurity by identifying dysfunctional 
assumptions (Beck, 1976). The dysfunctional schemata seemed to be ‘if I am not perfect,
I am a failure, and people will reject me’, and ‘if I express ‘bad’ feelings or ‘bad’ aspects 
of myself, I am not going to be accepted by others’. However, this assumption was very 
real for Miss H., and it seemed to be maintained by an environment which in reality
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rejected her, paid no attention to her needs, for example, her sexual orientation was not 
accepted.
Miss H. herself had difficulties in accepting herself. She felt that she was really a ‘bad’ 
girl, and that her thoughts and feelings were so ‘bad’ and ‘ugly’ that they were not 
acceptable, neither to herself nor others. Ryle (1990) pointed out how important it was 
for personality disordered clients to integrate ‘bad’ as well as ‘good’ feelings, and that 
splitting and projection was a common feature amongst such patients. With this in mind, 
the interventions in the session were intended to facilitate integration of both ‘bad’ and 
‘good’ feelings. Thus, the session emphasised the acceptance of an attitude providing a 
secure frame for Miss H. to express ‘unacceptable’ feelings and to face the anxiety related 
to them.
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3 INTRODUCTION TO THE RESEARCH DOSSIER
The research dossier of the portfolio consists of three pieces of work. The first, which is 
titled ‘The Psychology of Coronary Heart Disease’ is a literature review carried out during 
the first year. The review was intended to be the basis for a research project, with the aim 
of examining potential therapeutic needs for patients suffering from Coronary Heart 
Disease and their families. However, the review was felt to be more ‘health psychological’ 
than ‘counselling psychological’, and, therefore, a new research topic was chosen.
The choice of a topic for the second- and third-year projects was influenced by my work as 
a counselling psychology trainee in a Primary Health Care setting in London. Since it is 
my plan for the future to work in Iceland, it was thought to be convenient to carry out the 
research there. Specialised psychological services are currently not an integrated part in 
the Primary Health Care practice in Iceland, so my concern was ‘what happens to an 
individual suffering psychological problems, when he/she consults a GP?’ ‘Do we need 
psychological counselling in general practice?’ - and, if so, ‘how great is the need?’
Subsequently, the second-year project became ‘a pilot study of the perceived need 
amongst GPs for psychological counselling service in primary health care in Iceland’, and, 
in the third year, a further ‘examination of potential need for psychological counselling 
service in primary health care in Iceland’ was carried out.
The requirements of the Psyche D course in psychotherapeutic and counselling psychology 
include that the second- and third-year projects should be submitted in the form of a 
journal article. The journal article chosen for both projects was ‘Counselling Psychology 
Review’ in which ‘notes for contributors’ are attached to the reports.
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3.1 THE PSYCHOLOGY OF CORONARY HEART DISEASE:
A LITERATURE REVIEW
3.1.1 INTRODUCTION
The extension of life produced by medical advances has been accompanied by an increase 
in the number of people in chronic condition. Chronic diseases such as coronary heart 
disease (CHD) and cancer are the major health problems facing the developed countries 
today (Sarafino, 1990). Although the prospect of developing a chronic health problem is 
unappealing, most of us will probably develop at least one of these illnesses in our 
lifetimes, and one of them will probably take our lives.
Since none of us knows for certein what lies ahead of us, we all live with some degree of 
uncertainty. But for patients suffering from life-threatening illnesses such as CHD, the 
uncertainty for them and their loved ones is more real and urgent. When heart-attack 
patients enter a hospital, they receive emergency medical treatment to prevent or limit 
damage of the myocardium. Most patients are then placed in a coronary care unit, 
where medical staff can closely monitor their physiological functioning. The risk of 
another attack is high during the first few days and, as one might expect, most cardiac 
patients experience extremely high levels of anxiety in the first days of coronary care. A 
programme for rehabilitation generally begins after the first week, when the patients are 
transferred to a general ward (Sarafino, 1990).
About two-thirds of those who have myocardial infarction (MI) will survive and go on 
to achieve some degree of recovery (Bennett, 1993). But although patients have good 
prospects for the future, the diagnosis changes them. In addition to their lives being 
threatened, patients must confront the reality of potential disability and deal with 
changes in life-style. Such issues most certainly give rise to strong emotional reactions.
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Unless these emotions are dealt with in an adoptive way, they may adversely affect 
rehabilitation (Bennett, 1993).
The role of psychosocial factors in the secondary prevention and rehabilitation of CHD 
has been recognised for a long time. Several of the medical and surgical procedures 
used in the diagnosis and treatment of CHD, such as cardiac catheterisation, balloon 
angioplasty, and coronary-artery bypass surgeries are quite distressing for the patients. 
Emotional distress, reduced sexual activity, strained marital and family relations and 
disruption in vocational functioning seem to be common psychosocial consequences of 
CHD (Smith and Gallo, 1994), and the clinical significance of reactive anxiety and 
depression in the treatment of coronary patients is widely recognised (Hackett, 1985; 
Shine, 1984). However, not all cardiac patients are equally vulnerable, nor are they 
vulnerable in the same ways.
Social support seems to be one of the factors which might determine the patients’ 
vulnerability. Social support refers to the perceived comfort, caring, esteem, or help 
that a person can receive from other people or groups (Sarafino, 1990). According to 
Taylor and Aspinwall (1990), social support does reliably speed recovery from illness 
and reduce risk of death. It has been associated with better recoveries from congestive 
heart failure. Wiklund et al. 1988 (cited in Taylor and Apinwall, 1990) report that 
social support is linked to reduced likelihood of mortality from myocardial infarction . 
Coronary patients who perceive little social support have been found to be less likely to 
adhere to the regimen than those who have high levels of social support from family and 
friends (Moos, 1985). Thus, families seem to have an enormous impact on the process 
of cardiac rehabilitation. Research has shown that the beliefs that a spouse has about 
the patient's physical capabilities can aid or retard rehabilitation (Sarafino, 1990), and
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there is the danger that a family will promote cardiac invalidism, where the patient 
becomes increasingly dependent and helpless (Krantz and Deckel, 1983).
Directing psychological care towards a person who has suffered MI may result in the 
neglect of the spouse or other family members who may also be affected by the 
situation. Family members and significant others who are going through stressful events 
with the patient should receive effective guidance and support. In a study carried out by 
Thompson and Cordle, 1988 (cited in Taylor and Aspinwall, 1990), the majority of 
wives of myocardial infarction patients felt poorly informed about the disease and 
reported few opportunities to ask experts questions. They consequently experienced a 
high degree of physical and emotional stress. This shows that not only has the disease 
psychological impact on the patient himself but also on the spouse and the nearest 
family.
Different individuals react differently to chronic illnesses. Their reaction depends on 
many factors such as their coping skills and personality, the social support they have, the 
nature and the consequences of the disease, and the effect that the illness has on their 
daily functioning (Sarafino, 1990). But what is the nature of CHD and what are the 
consequences of the disease? How does it affect the patient, the spouse or the whole 
family? What is the role of the spouse and the family in coping with the disease and 
what is their involvement in interventions to improve the care of the patients, the 
spouses, and other family members?
3.1.2 Cardiovascular diseases
Although the death rate for heart diseases has declined by more than a third since 1950, 
it is still the leading cause of death for adults for most industrialised nations (Sarafino,
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1990). Coronary heart diseases (CHD) are responsible for approximately half of the 
deaths from cardiovascular diseases, and for one quarter of the total mortality in western 
industrialised countries (Van Elderen, 1994). In England today, CHD has the dubious 
position of being the nation's number one killer. The disease accounted for about 26% 
of deaths in England in 1991. It is both the single largest cause of death and the single 
main cause of premature death (The Government White paper HMSO, 1992). In 
addition to mortality, one should not minimise the misery caused by nonfatal 
cardiovascular diseases. Myocardial infarction (MI) frequently strikes during the active 
and productive years of middle age, and may completely disrupt family and occupational 
life (Steptoe, 1992).
Governments internationally are beginning to adopt long term health strategies which 
are undoubtedly stimulated by the initiative of the World Health Organisation outlined in 
Health for All by the Year 2000'. Of the key areas identified, cardiovascular disease is 
at the top of the list. In 1994, the World Health Organization defined cardiovascular 
diseases as thus:
Atheroma of the arteries causes coronary, cerebral and peripheral arterial disease, 
collectively called cardiovascular diseases. Atheroma involves the formation of 
plaques that thicken the walls of arteries of various sizes, owing mainly to the 
deposition of lipids and the formation of fibrous tissue. The patchy thickening 
results in narrowing of the lumen of the arteries, often complicated by occlusive 
thrombosis, with consequent loss of blood supply, chronic ischaemia and the 
infarction of various organs and tissues (WHO, 1994, p.95).
The consequences of atherosclerosis include coronary heart disease (CHD). The 
coronary arteries supplying the myocardium are often severely affected. Severe 
atheromatous narrowing, particularly of more than one major coronary artery, can result 
in angina pectoris and myocardial infarction (MI). Angina pectoris is severe, sometimes 
agonising chest pain of a sudden onset, due to acute ischaemia of a part of the
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myocardium with an inadequate blood supply, provoked by factors that increase the 
work of the heart. MI is the acute ischaemic necrosis of a part of the myocardium, 
usually caused by occlusive thrombosis of a coronary artery over an atheromatous 
plaque. This ischaemic heart disease is the usual cause of: sudden death, cardiac failure 
in which the ventricular myocardium fails to maintain a circulation adequate for the 
needs of the body, and cardiac arrythmias due to ischaemic injury of the circulatory 
system (WHO, 1994).
To sum this up, CHD is a potentially lethal blockage of the arteries which supply blood 
to the heart muscle, or myocardium. Its primary clinical manifestation are: a) angina 
pectoris, severe chest pain indicating that the delivery of oxygenated blood to the 
affected area of the heart is insufficient; b) myocardial infarction, functionally complete 
blockage of a section of the coronary arterial system, and; c) disturbance of the heart's 
electrical conduction consequent to arterial blockage, leading to disruption or 
interruption of the heart's pumping action (Carson and Butcher, 1992).
Unlike the infectious diseases, in which the identification of a single virus, bacteria, or 
pathogen has led to the prevention and control of the affliction, the causes of chronic 
disease such as CHD appear to be multifactural, involving a broad spectrum of potential 
contributors. Some of the risk factors identified for CHD have proved to be 
behavioural rather than biological. A well established list of CHD risk factors indicates 
the unhealthy influence of various behaviour, including smoking, high levels of dietary 
fat intake, and low levels of physical activity. Thus, prevention of CHD and the 
management of apparent CHD involves modification of high risk behaviour.
81
3.1.3 Risk factors
Epidemiological surveys have revealed a number of biological and behavioural 
predisposing factors to the development of atheroma (Kannell et al., 1976; Thelle, 1992). 
Atheroma and its complications increase with advancing age and men are more severely 
affected than women at all ages. Incidence of coronary heart disease among smokers is at 
least twice that of non-smokers and the risk increases with the number of cigarettes 
smoked daily (Kannell and Higgins, 1990).
High levels of cholesterol in the blood have been demonstrated to be strongly associated 
with atheroma (Grundy, 1986; Crouse, 1989), where dietary factors, such as saturated fat 
and total energy intake seem to be the main determinants. Keys (1980) reported data from 
seven countries that showed a positive correlation between the national average intake of 
saturated fat and the prevalence of heart disease-related deaths.
According to Bennett (1993), these data have been partially replicated in a later study of 
European countries, although the overall relationship was not so strong, and several 
countries were found to have very different mortality rates from that which would be 
expected on the basis of the fat intake of the population.
In addition, a number of longitudinal epidemiological studies have failed to find a 
relationship between dietary cholesterol and the incidence of CHD (for a review, see 
Ravnskov, 1992). Moreover, Kaplan, Manuck, and Shumaker (1992) argue that there is 
as much evidence that cholesterol reduction causes increased death from accidents, 
suicides, and violence as that cholesterol reduction decreases the chances of dying from 
coronary heart disease.
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Elevated blood pressure is associated with an increased incidence and severity of 
atheroma and prospective studies have shown a clear correlation between the height of 
the blood pressure and the risk of CHD (Kannell and Higgins, 1990). The incidence of 
CHD seems to be lower among individuals who are physically active. Exercise reduces the 
risk of a stroke (Powell et al., 1987). Overweight and obesity have been shown to be 
associated with hypertension, strokes and CHD. However, it is not clear to what extent 
this particular risk factor operates through other factors such as hypertension (Hubert et 
al., 1983).
Alcohol consumption is related to elevated blood pressure and increases the risk of a 
stroke (Anderson et al., 1993), but there is an inverse association between moderate 
alcohol consumption and CHD (Rimm et al., 1991). Prospective studies have shown that 
the various risk factors are additive. For example, smokers have high blood pressure and 
blood cholesterol levels, and those who are obese are particularly likely to develop 
cardiovascular disease (Kannell, et al., 1986).
Until the mid 1980s, the Type A behaviour pattern was considered to confer the same 
magnitude of risk for CHD as smoking, hypertension, and raised serum cholesterol (see 
Dembroski et al., 1983, for a review). In 1959, Friedman and Rosenman provided a 
conceptual definition of a coronary- prone behaviour pattern, called the Type A behaviour 
pattern (TABP). They defined the Type A coronary-prone behaviour pattern as an 
environmentally induced action-emotion complex or syndrome consisting of vigorous 
voice and psychomotor mannerism, hard-driving and time-pressured job involvement, 
competitiveness, impatience, and easily aroused anger and hostility.
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Prevalence studies (Friedman and Rosenman, 1959; Rosenman and Friedman, 1961) 
revealed that this behaviour pattern was substantially more characteristic of coronary 
patients than others. However, the bulk of evidence linking the Type A pattern with CHD 
came from the prospective Western Collaborative Group Study (WCGS), designed to 
examine the predictive validity of the TABP for CHD, where this risk proved to be 
independent of the classical risk factors of CHD, i.e. hypertension, smoking, and high 
cholesterol (Rosenman et al., 1975). A similar result was obtained in the Framingham 
study, a longitudinal study of cardiovascular disease which revealed that anger-in was 
related to CHD incidence in both men and women. This relationship was independent of 
the association of TABP and CHD incidence (Haynes, Feinleib, and Kannell, 1980).
Based on the convincing epidemiological evidence produced by the prospective 
investigations of the WCGS and the Framingham Study, a panel of experts concluded in 
1978 that the TABP should be considered as an independent risk factor of CHD (Cooper, 
Detre and Weiss, 1981). In accordance to this conclusion, a number of cardiac 
rehabilitation programmes established behavioural programmes targeted at facilitating 
appropriate behavioural change in an attempt to reduce risk of re-infarction. A study 
carried out by Friedman, Thoresen, Gill and associates (1986), the Recurrent Coronary 
Prevention Program (RCPP), reported significantly reduced re-infarction and mortality 
rates following an intervention targeted at modification of TABP in comparison to medical 
treatment only.
Despite these positive results, it has been suggested by a number of commentators that 
TABP should no longer be considered as warranting behavioural intervention (e.g.
Roskies, 1991). After the conference in 1978, where it was concluded that TABP should 
be regarded as an independent risk factor for CHD (Cooper, Detre and Weiss, 1981), a
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number of reports appeared about a lack of association between the TABP and CHD 
outcomes (see Dembroski et al., 1985). Prospective examinations in England and the 
Netherlands detected no significant associations between TABP and the incidence of major 
CHD events (Johnston, Cook and Shaper, 1987; Appels et al., 1987), and analysis of a 22 
year follow-up data of the WCGS revealed that the TABP was not predictive of incidence 
of CHD (Ragland and Brand, 1988). Furthermore, in a recent Finnish study, Type A 
behaviour had no association with first-year prognosis following MI, while irritability, 
impatience and anger were predictive of re-infarctions and total mortality (Julkunen, 
Idanpaan-Heikkila and Saarinen, 1993).
Various types of questionnaires to assess Type A behaviour have been developed. The 
Jenkins Activity Survey has been very popular among researchers (Dembroski et al.,
1983). However, the various assessment measures of TABP have not appeared to have 
strong intercorrelation, which suggests that the construct may be a problem and that the 
various measurement approaches focus on different components of the TABP as originally 
described (Byrne et al., 1985). In the past decade, attempts to identify the important 
elements within the broadly defined Type A behaviour pattern have focused on hostility 
and anger (Dembroski and Costa, 1987), and hostile individuals have been reported to be 
at risk for CHD and premature mortality (Shekelle et al., 1983, Williams and Barefoot, 
1988).
Hostility is associated with increased cardiovascular and neuroendocrine responses to 
interpersonal stressors (Smith, 1992; Suls and Wan, 1993; Houston, 1994). If compared 
to non-hostile individuals, chronically angry and antagonistic individuals tend to show 
larger increases in blood pressure and circulating catechoamines in response to 
interpersonal conflict (i.e. Smith and Allred, 1989; Suarez and Williams, 1989; Christensen
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and Smith, 1993). These differences have also been reported from ambulatory studies 
outside the laboratory (e.g. Pope and Smith, 1991; Linden, Chambers, Maurice and Lenz 
1993). According to these studies, it is possible that hostility contributes to CHD through 
its association with heightened physiological reactivity. Moreover, psychosocial factors 
might contribute to the risk associated with hostility.
Hostility has been associated with increased interpersonal conflict and decreased social 
support across a variety of domains which include work, marriage and family (Smith et al., 
1988). It is likely that low support and high conflict are related to hostility as hostile 
people tend to create such environmental circumstances through their thoughts and 
actions. Therefore, psychosocial vulnerability, which is maintained by a transactional 
association between hostility and the social environment, might contribute to the negative 
health effects of this personality characteristic (Smith and Christensen, 1992).
Several measures of individual differences in hostility have been used in studies of this 
area, and the Cook and Medley, (1954) hostility scale (Ho) has become a widely used 
assessment tool (Dembroski and Costa, 1987; Matthews, 1988). The Ho scale has been 
used in both cross-sectional and prospective studies on the relationship between hostility 
and health-outcomes. Results from the cross-sectional studies have been mixed (for a 
review, see Smith, 1992), which can be attributed, at least partly, to the limitations of such 
designs for examining behavioural risk factors (Matthews, 1988). However, prospective 
studies have also showed mixed results. Three prospective studies have found significant 
associations between hostility, as measured by the Ho scale, and subsequent health 
(Barefoot, Dahlstrom, and Williams, 1983; Barefoot et al., 1989; Shekelle et al., 1983).
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However, three other similar studies have failed to replicate these findings (Hearn, Murray, 
and Luepker, 1989; Leon et al., 1988; McCranie et al., 1986). Although there is no readily 
apparent explanation for these mixed results, analysis on subsets of items from the Cook- 
Medley inventory indicate that some of the items are more strongly related to health 
outcomes than others (Barefoot et al., 1989). If results of studies using the Ho scale are 
to be interpreted as relevant to the hypothesis that high levels of hostility represent a threat 
to health, then it must be demonstrated that the Cook and Medley scale indeed assesses 
this individual difference dimension.
As is the case for the general literature on personality and health, troubling inconsistencies 
have appeared, and a number of studies have failed to find an association between CHD 
and hostility (see Smith, 1992 for a review). Although the results are not entirely 
consistent, meta-analytic studies of the available research suggest that hostile persons are 
at significantly greater risk of CHD and other life-threatening illnesses (Smith and 
Christensen, 1992). The reason for this discrepant result can be, at least partly, attributed 
to the measures of the broad domain of hostility. Progress in research on the role of anger 
and hostility in the aetiology and development of diseases requires conceptual clarification 
of their components and the construction of reliable, and valid measures of each 
component.
There are other potential mechanisms linking psychosocial risk factors and diseases (Suls 
and Sanders, 1989). For example, many psychosocial risk factors, e.g. hostility and social 
isolation seem to be associated with other behavioural risk factors such as smoking, dietary 
fat intake, and physical inactivity. Therefore, other behaviours, rather than a more direct 
psychophysiological influence, are possibly, in some instances, linking psychosocial factors 
and CHD.
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A variety of possible stressful features of the social environment have been identified as 
risk factors for CHD (Syme, 1987), and perhaps the most widely studied social risk factors 
are social isolation and social support. A number of studies reveal that individuals with 
few social ties or low levels of perceived social support are at greater risk for CHD (e.g. 
Syme, 1987). Moreover, for individuals with CHD, social isolation and low support have 
been found to be associated with increased likelihood of recurrent coronary events and 
decreased survival (e.g. Williams, Barefoot, CalifFet al., 1992).
A problem for both research and clinical practice seems to be the diversity of available 
measurement techniques for assessment of the factors discussed above, and, consequently, 
the difficulty of finding an accurate method of measurement in this field. Due to this, 
comparison and evaluation of results from different research is quite difficult.
The traditional role of psychologist has perhaps been management rather than studies of 
disease aetiology. In the cardiovascular context, the prevention is perhaps only 
secondary, that is, helping people who already have experienced heart attack. Thus, the 
comprehensive care of the CHD patient includes management of the multiple 
psychological aspects of this disease. According to Sykes (1994), for a substantial 
proportion of patients surviving a heart attack, the quality of life after a discharge from the 
coronary care unit is less than optimal.
For the greater part, this less than optimal adjustment to the disease is not determined by 
illness severity. Rather, it would appear to reflect the impact of psychological and inter­
personal factors involved in the adjustment process. In order to gain an understanding of 
why the severity of the illness has not been found to be related to psychosocial adjustment 
(see Sykes, 1994), one would have to look at the possible severity of the psychological
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impact on individuals experiencing heart attack as well as the impact on those close to the 
patient.
3.1.4 The immediate impact of heart attack
‘The experience of heart attack is typically sudden, frequently without forewarning, often 
dramatic, usually distressing, and almost always life-threatening’ (Byrne, 1990, p.369). 
Sykes (1994) points out that, following the traumatic cardiac event, when the immediate 
threat to life is over, the cardiac patient is faced with a considerable challenge at a time 
when he is particularly vulnerable.
According to Krantz (1980 cited in Sykes, 1994), the challenge is essentially cognitive, 
which means that the individual has to interpret and make sense of the event, basing his 
inteerpretation on his resources, capabilities, responsibilities, and relationship with others. 
Psychosocial adjustment may depend on how the patient reacts to this challenge. 
Psychological reactions that typically follow a cardiac event and seem to influence the 
adjustment process have been found to be anxiety and depression (Sykes, 1994). Extreme 
problems related to the patient’s psychological assimilation of his medical situation, such 
as anxiety and depression, can increase the likelihood of cardiac symptoms and, more 
importantly, of additional cardiac incidents (Bundy, 1989).
Anxiety and the patient
People know that heart disease is one of the leading causes of death, and, for many 
patients and their families, being diagnosed with heart disease means death. As one might 
expect, during the acute phase of the illness, anxiety tends to be the initial dominant 
emotional response, and most cardiac patients experience extremely high levels of anxiety
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in the first day or two of coronary care (Cay, Philip, & Dugard, 1972; Froese, Hackett, 
Cassem, & Silverberg, 1974).
Anxiety seems to be highest on admission to the coronary care unit. It diminishes rapidly 
between the fourth and the seventh day or in the first week, rising again as the patient 
faces discharge and his return to general population level by the fourth month post­
discharge (Billing et al.,1980, Byrne, 1990). According to Havik and Maeland (1990), 
although the level of anxiety declines after the discharge from the hospital, many patients 
experience moderate to severe levels of anxiety, months or even years later. Many patients 
experience continuous chest pain, which may evoke high levels of anxiety. They may 
experience recurrent angina pectoris episodes for many months or even years after 
discharge (Langosch, 1984). Although these pains are troubling, the patients do not seem 
to suffer tissue damage nor do they face a greater risk of subsequent myocardial infarction 
than other cardiac patients. Furthermore, medical tests often reveal no physical basis for 
this pain, that is, there is no substantial coronary blockage or ventricle impairment, but the 
pain persists.
According to Spielberger et al. (1970), individuals differ in anxiety proneness, that is, trait 
anxiety. Individuals who have high trait anxiety tend to perceive a greater range of events 
as dangerous or threatening and basing their fears on their past experience they tend to 
regard their coping resources negatively. Sykes et al. (1989) studied early versus late 
discharge of patients from a coronary care unit and found that patients with high trait 
anxiety showed higher levels of state anxiety pre-discharge than patients low in trait 
anxiety. The latter made more rapid adjustment and, irrespective of good or poor 
prognosis, patients with higher levels of state anxiety, on days six and eleven after the
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acute event showed poorer adjustment at three months post-discharge as they were less 
likely to have returned to a normal way of life.
Bennett (1993), points out that anxious patients may appear over-dependent and 
demanding of immediate attention and care. Some patients may fantasise about their 
potential disability, e.g. never being able to work again, not being able to have sex again, 
etc. Thus, patents may become inappropriately pessimistic. Supposing that the individual 
has little knowledge of the potential impact of the disease, it is possible that such concerns 
will be unrealistic.
In contrast to the anxious pessimistic patients, the deniers may become inappropriately 
optimistic. For a person who suffers CHD, denial has been implicated as the focal coping 
mechanism (Krantz and Deckel, 1983). Denial is a common type of defence-oriented 
response when a person's feeling of adequacy are seriously threatened by a stressor 
(Carson and Butcher, 1992). That is, the behaviour is directed primarily at protecting the 
self from hurt and disorganisation, rather than at resolving the situation. A model 
developed in 1971 by Cassem and Hackett (cited in Krantz and Deckel, 1983), for the 
chronology of emotional reactions of sufferers of myocardial infarction, implies that 
patients, who use denial, will experience less anxiety in the coronary care unit than those 
who do not. Because of the potential stress-reducing effects of denial, those who use this 
defence mechanism will show better recovery. In support of this model several studies 
found that patients who use denial tend to be less anxious in early phases of illness than 
those who do not (Krantz and Deckel, 1983). A recent study made by Havik and Maeland 
(1990) showed that cardiac patients who show the least emotional upset, both in the short 
and long term, seem to be those who have high levels of denial. This does not mean that 
the patient denies the experience of the symptoms. Rather he fails to associate his
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symptoms with an MI, attributing them instead to a variety of unrelated disorders or a 
mistaken diagnosis.
Short-term denial may be an appropriate and natural psychological response to an 
overwhelmingly stressful event, and may have a number of advantages. Deniers tend to 
report less pain and less emotional disturbance immediately after MI (Bennett, 1993). But 
although denial might reduce e.g. anxiety, longer-term denial may result in the minimising 
of symptoms and poor compliance (Havik and Maeland, 1990). The deniers may, for 
example, refuse to appropriate medication, continue smoking, or ignore advice about 
appropriate diet or exercise levels.
Some argue (in Bennett, 1993) that, because of the psychological protection 
accompanying denial, it should not be challenged or, at least, only if the denial seems to 
place the patient at risk. These suggestions indicate that the patient’s use of denial may 
make for better coping with the early stage of illness in coronary care, but that in the long 
term a patient may endanger his chances of recovery by ignoring medical 
recommendations. Following anxiety, depression seems to become the predominant 
affective state.
Depression and the patient
According to Hackett (1985), depression is often apparent three to for days after 
admission, but it is most characteristic in the early post-hospital phase of rehabilitation.
It is a common and often disabling reaction among coronary patients and it is one of the 
long-term emotional consequences of heart disease (Bennett, 1993; Taylor and Aspinwall, 
1990; Krantz and Deckel, 1983). CHD carries a number of meanings to the patient, 
mostly loss and threat. These include loss of health, loss of status, loss of control over
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one's life, conceivable domestic and professional problem, and, ultimately, the threat of 
death (Bennett, 1993).
Seligman (1974) suggests that, although anxiety is the initial response to a stressful 
situation, it is replaced by depression if the person has the feeling of helplessness and 
comes to believe that control is unattainable. In a sense, the emotions of the first few 
months may be like grieving after any major loss, that is, in the case of cardiac, the loss is 
that of self-esteem, independence, and health. There may be changes e.g. in social status, 
personal relationships, dependency and responsibility, plua in social withdrawal and 
isolation.
Patients must confront the reality of potential disability and deal with changes in their life­
styles that are actually forced upon them (Sarafino, 1990). In addition, CHD is largely 
thought of as a behavioural problem for which the individual bears a considerable 
responsibility. This can cause considerable guilt with the patient. For example, the cardiac 
patient may feel that he is responsible for the suffering of his family and friends (Bennett,
1993).
According to Bennett (1993), the depressed patient may appear to be ‘compliant, well- 
behaved and accepting treatment without question, when they are in reality sad, 
disinterested, and despondent about the future, foreseeing high risks of further infarction 
and disability’ (p. 10). They may be poor attenders to rehabilitation programmes and make 
few efforts to help their progress. Gruen 1975 (cited in Krantz and Deckel, 1983) found 
that patients who received treatment in the form of reassurance, encouragement, and 
strengthening of positive beliefs and coping resources showed fewer manifestations of 
depression or anxiety than a control group.
93
However, depression may reflect the presence of a pre-existing depressive state, before 
hospitalisation and the causal attributions for the cardiac event and for recovery made by 
the patient. A meta-analytic review of the psychological literature (Booth-Kewley and 
Friedman, 1987) indicated that depression might be an independent risk factor for CHD. 
The type A behaviour pattern is also associated with depression where Type A individuals 
tend to be more apt for negative self-evaluations and depression (Martin, Kuiper and 
Westra, 1989).
Hostile individuals, hostility having been identified as a risk factor for CHD (Shekelle et 
al., 1983; Williams & Barefoot, 1988), also tend to be low in self-esteem (Houston & 
Vavak, 1991), which in turn places such individuals at risk for depression, with hostility 
and depression covarying in the same individuals (Sykes, Evans and McCrum, 1990, in 
Sykes, 1994). Although evidence show that depression is clearly associated with physical 
illness (Craigh and Brown, 1984), the cardiac patient, compared to other patients, may 
have pre-existing depressive symptoms which can become even worse because of the 
cardiac event.
Sykes (1994) suggests that, in order to understand the adjustment process, the causal 
attribution that individuals make about the cardiac event and the recovery process might be 
of a great importance. According to Peterson and Seligman (1984), a person who makes 
internal, global, and stable causal attributions for negative events is more likely to become 
depressed, and, thus, e.g. a person who attributes the cause of a heart attack to marital 
problems, viewing the problems as stable, and seeing the problems as having global effects, 
would be at greater risk for depression. In consequence, the depression will itself act as 
an inhibitor to adaptive change, as will the causal attributions themselves (Sykes, 1994).
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Bar-On in 1987 (cited in Sykes, 1994) found that patients attributing their MI and its 
outcome to external, uncontrollable causes were less likely to return to work and resume 
of regular physical and sexual functioning, when compared with patients making internal, 
controllable attributions. Sykes (1994) suggests that in the period from the acute stage of 
recovery from MI to the early months post-discharge, the cognitive interpretations made 
by the patient about the traumatic event may be of major importance for adjustment to the 
disease. For psychosocial adjustment to take place, it seems necessary for the patient to 
have some perception of a way forward, which seems less likely if he has negative 
cognition concerning the present and the future. The context of adjustment is also 
important. Cognition, affect, and behaviour do occur in a social context.
Limitations o f studies on psychological impact o f CHD 
According to Ewart and Fitzgerald (1994), attempts to measure improvements in 
psychological adjustment after CHD often fail to find them. This failure is probably due to 
the fact that studies of psychological change usually have used psychiatric measures 
designed to identify psychopathology, such as the Spielberger State-Trait Anxiety 
Inventory (Spielberger, Gorsuch and Lushene, 1970), the Beck Depression Inventory 
(Beck et al., 1961), the SCL-90 (Derogatis, Lipman and Covi, 1973), or the MMPI 
(Hathaway and McKinley, 1943). These instruments are designed to uncover 
psychopathology and their focus may be inappropriate in this context since they are 
measuring pathological anxiety or depression instead of the specific self-concerns that 
CHD patients seem to experience.
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3.1.5 The social context and CHD
Reports from a number of studies on the general population have described the 
relationship between social isolation and higher levels of ill-health or mortality. An 
epidemiological study on general mortality (Berkman and Syme, 1979) showed a higher 
risk of death for CHD in a 9-year period for those who were initially more socially 
isolated. Patients with myocardial infarction who are living alone have also been found to 
be at risk for recurrent cardiac events (Case et al., 1992).
Marital status has been shown to have an indirect effect on the mental well-being of 
chronic-disease patients (Sherboume and Hays, 1990). The effect seems to be due to the 
provision of social support, with married patients having higher levels of social support 
compared to unmarried patients. These studies raise questions concerning the 
psychosocial processes or social influences involved in coping with CHD, both in the 
acute phase and in the secondary prevention phase, and on the nature of social influences 
on cardiovascular health.
The family is the primary context in which illness is usually experienced, and because of 
the often acute presentation of CHD, its threat to life and its life-long consequences, it is a 
significant challenge for all involved (McGee et al., 1994). The majority of research 
conducted on the family has been focused on the patient’s spouse, although the impact of 
CHD may be experienced differently by other family members. Moreover, most of 
reported studies so far have focused on the wives of male cardiac patients (McGee et al.,
1994). This may, at least partly, be due to the fact that early in life (when people are 
usually expected to be alive) the prevalence of CHD among males is higher than for 
females (Mattson and Herd, 1988, cited in Sarafino, 1990).
96
The cardiac event does have impact not only on the patient himself but literally on all with 
whom the patient interacts, i.e., the spouse, family, relatives, friends, work colleagues, and 
the employer. Sykes (1994) points out that these individuals do also appraise the event, 
and that these appraisals may have positive or negative consequences for the patient. 
Cardiac illness and family relationships are closely interrelated and interpersonal 
relationships are different in their qualities and, while some relationships are supportive, 
others are not.
The family and the cardiac patient
In the psychological literature on the involvement of the spouse in the experience of CHD, 
the main focus has been, on the one hand, on the negative effects of the cardiac event on 
spouses, and, on the other hand, on the positive and negative influences of the spouse on 
the patient’s recovery. Studies on the role of the marital relationship in the longer-term 
adjustment process of MI patients indicate that emotional distress, as expressed over a 
five-year period following ML, was mainly a function of negative cognitive appraisals 
which had been established in the earlier stages of adjustment to the disease (Waltz, 1986; 
Waltz and Badura, 1988; Waltz et al., 1988).
These negative cognitions were only moderately related to the severity of the disease but 
they were found to be higher among patients with conflictual marital relationship. In 
marriages with higher levels of intimacy, which provided confiding opportunities and the 
means to maintain self-esteem, psychological adjustment was facilitated by reduced 
depression. Ben-Sira and Eliezer (1990) emphasised the role of self-esteem, self-mastery, 
and self-efficacy in the recovery process of the cardiac patients, and the importance of the 
contribution that spouses can make toward these cognitive mediators of adjustment.
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Similarly to the experience of the patients themselves, anxiety seems to be the predominant 
emotion of spouses, following hospitalisation for an acute coronary event. Reports from 
studies show that wives are actually more anxious than their husbands during their 
husband’ s initial stage of hospitalisation for MI (Cay, 1982; Thompson & Meddis, 1990). 
Coyne and Smith (1991) found that, as long as six months after the cardiac event, wives 
reported at least equal distress to that of the patients themselves. Mayou, Foster and 
Williamson (1978) found that patients seem to be more anxious about their spouses than 
they are about themselves.
Studies have found that prior to the heart attack many coronary patients were experiencing 
family difficulties, e.g. rows over financial and sexual problems, and that these difficulties 
often become worse after the infarction (Croog and Fitzgerald, 1978; Swan, Carmelli, and 
Rosenman, 1986). But, even when harmonious relations exist before the heart attack, the 
cardiac event adds to the stress of all members of the family. Many patients and spouses 
go through considerable time awaiting cardiac procedures such as by-pass surgery and the 
waiting time is the most frequent source of stress for spouses (Radley, Green and Radley, 
in McGee et al., 1994).
Other sources of stress for spouses are associated with lack of control over hospital 
events, over information and over access to the medical team, and a sense of impending 
responsibility for the patient’s aftercare (Gillis, 1984, in McGee et al., 1994). What also 
seems to happen among these families is that a ‘cycle of guilt and blame’ tends to develop 
(Croog, 1983). For example, a husband who suffers a myocardial infarction may blame 
his wife or children for his condition, and they may agree and begin to feel guilty. Guilt 
seems to be a common feeling experienced by spouses in the acute medical situation
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(Schott and Badura, 1988; Wiklund et al., 1984). Schott and Badura found that one-third 
of 519 wives of MI patients experienced feeling partly responsible for their husbands’ 
illnesses.
According to Krantz and Deckel (1983), there is a danger that the family will promote 
‘cardiac invalidism’, where the patient becomes increasingly dependent and helpless. 
Taylor et al. (cited in Bandura, 1986) examined the beliefs that wives held about their 
husbands’ physical abilities several weeks after these men suffered myocardial infarction. 
The results from this study indicated that wives and other family members needed to see 
and personally experience the physical feats that the cardiac patient was able to perform. 
By doing so and receiving counselling, the family members can provide more effective 
encouragement for the patient to become more active.
The psychological adjustment for patients surviving heart attacks appears to be largely 
unrelated to illness severity. Rather, it is mediated by cognitive and social relationship 
variables. Thus, greater attention should be given to these variables during the early 
recovery period following the medical treatment of the acute event. Although the need 
for cardiac rehabilitation has been recognised (Horgan, Bethell, Carson et al, 1992), 
Thornton and Davies (1993) contend that the programmes tend not to address certain key 
issues, that is, for whom, what, and when they are to be held. Given that not all patients 
would need rehabilitation, the identification of individuals at risk seems to be a an 
important issue. Establishing a better understanding of the relationship between a 
patient's early psychological reactions and coping styles and later measures of recovery, 
e.g. return to work or subjective well-being, must be of major clinical and theoretical 
interest.
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3.2 A PILOT STUDY OF THE PERCEIVED NEED AMONGST GPs 
FOR PSYCHOLOGICAL COUNSELLING SERVICE IN  
PRIMARY HEALTH CARE IN  ICELAND
ABSTRACT
Specialised psychological service is not an integrated part of primary health care in 
Iceland. A questionnaire was used to examine the frequency of psychological morbidity 
amongst general practice attenders, as perceived by GPs, in two primary care health 
centres in the capital area of Reykjavik. Out of 175 consultations, 7 GPs observed 
psychological problems for 76 patients consulting them for three consecutive days. GPs' 
management of consultations amongst patients observed with psychological problems were 
analysed in terms of referrals and prescriptions. The GPs were found to be managing the 
majority of the 76 patients thought to have psychological problems, - only 12 patients 
were referred to mental health professionals, psychiatrists or psychologists. The emotional 
problems observed by the doctors were mainly depression and/or anxiety and prescriptions 
were made for 51 patients of this group out of which 22 patients had prescriptions for anti­
depressants and 15 for anxiety-inhibiting medication. Sleeping tablets were prescribed for 
11 patients of whom 4 were combined to the prescriptions of anti-depressants and 
anxiety-inhibiting medication. Counselling psychology is highlighted with particular 
reference to primary care, and it is suggested that this profession can contribute much to 
the service in this setting.
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3.2.1 INTRODUCTION
In Iceland, specialised psychological service is not an integrated part in primary health care 
settings, and general practitioners’ attenders suffering from psychological problem have to 
be referred to extramural services, that is, to privately practising psychologists, and 
psychiatrists, or to mental health hospitals for specialised intervention.
According to Hansen (1987), the emphasis on the development of psychiatric services in 
Scandinavia has been on sectorisation rather than augmented co-operation with primary 
care. This kind of organisation involves a psychiatric unit at a general hospital, a mental 
hospital, or an outpatient unit responsible for all kinds of psychiatric services to a 
geographically defined area. Hansen’s (1987) experiment in Norway with integrating 
psychiatric services into primary care, involving a problem-orientated brief psychotherapy 
service accepting direct referrals in primary care, showed a significant reduction in 
admission to mental hospital. This is one of the few studies that describe the outcome of 
pure consultation-model psychotherapy intervention in general practice. The patients 
involved were chronic neurotics, which would seem a difficult group to treat.
Counselling psychology can contribute much to service development in primary health care 
settings. Knight (1995) stresses the fact that counselling psychologists do not usually 
work alone with clients suffering serious mental malfunctioning such as clinical depression, 
schizophrenia or psychoses, but more commonly with subclinical depression, anxiety 
disorders, life stresses, traumas, and difficulties in relationships, that is, problems often 
encountered in primary health care settings. The benefits for the clients include the fact 
that therapy is informed by psychological theory and research.
I l l
Counselling psychologists can apply short-term interventions and psychological 
assessment. They study a variety of models/theories and are also knowledgeable in the 
general field of psychology. The advantages of this is that counselling psychologists have 
a psychological background, and their interventions are based on psychological research, 
which enables them to provide a preventative and consultancy approach. Furthermore, 
because they are familiar with several theoretical approaches, they can be flexible and 
adapt to different needs amongst clients. They not only use listening skills and offer 
empathy, warmth and genuineness, but they also apply psychological techniques and 
interventions. They emphasise well-being rather than sickness and maladjustment. Instead 
of concentrating on symptoms, counselling psychology looks at the whole person in all 
areas of functioning (Knight, 1995).
In Britain, most patients with psychological problems are managed in primary health care 
(Wilkinson, 1988), and it has been estimated that about 30 per cent of patients in general 
practice consult their doctor entirely because of emotional problems (Pereira Grey, 1988). 
According to Goldberg and Huxley (1980), more patients receive treatment for emotional 
problems from general practitioners than receive specialist psychiatric or psychological 
treatment. Wilkinson (1989) looked at referrals from general practitioners to psychiatrists 
and paramedical mental health professionals and found that, of the 14% of patients with 
symptoms that turned out to be psychiatric, only 5% were referred for specialist help. The 
remaining cases were treated by their general practitioners.
Psychological services have been available to patients in surgeries for more than thirty 
years (Irving and Heath, 1985), the first developments being the attachment of marriage 
guidance counsellors and social workers (Cooper, Harwin, Depla and Shepherd, 1975). 
The psychological care given by the general practitioners themselves, emphasised by Balint
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in 1957 (Balint, 1964), is not to be underestimated. Balint saw much of the illness 
presented to doctors as being of psychological origin and felt that general practitioners 
should expand their diagnosis, and be aware of the psychological significance of individual 
symptoms.
Since then, psychological service in surgeries has expanded, although it is still not available 
in every primary health care setting. Hospital- and community-based mental health teams 
have sought to make their services more effective by extending them into the community 
through the attachment of their employees to general practice (Dammers and Wiener,
1995). These attachments have provided opportunities for better understanding between 
various disciplines, greater development of professional skills, and the experience of 
working with the wide variety of clients that attend this kind of setting. According to 
Dammers and Wiener (1995), the attachments have usually been welcomed by general 
practitioners, as they provide more resources and facilitate referrals for specialised 
interventions.
Mental health teams have developed a number of different attachments for psychologists. 
Their work usually combines assessment and treatment and if appropriate the attachments 
can often facilitate access to hospital-based services, if appropriate. The attachments are 
usually funded by the health authority and a worker may be attached to more than one 
practice whilst retaining a base in the community mental health unit, where he or she 
receives supervision and has access to other mental health team members.
A meta-analysis (Balestrieri, Williams and Wilkinson, 1988) was carried out on 11 British 
studies of specialist mental health treatment in general practice. In each study, the 
outcome of treatment by a specialist mental health professional located in general practice
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was compared quantitatively with the outcome of the usual treatment by general 
practitioners. The main finding was that treatment by mental health professionals was 
about 10% more successful than that usually given by general practitioners. Counselling 
(including social work), psychological therapy, and general psychiatry proved to be similar 
in their overall effect. The influence of counselling seemed to be greatest on social 
functioning, whereas psychological therapy mainly seemed to reduce contacts with the 
extramural psychiatric services.
Knight (1995) points out that one reason for Balestrieri's et al. rather disappointing results 
might be a lack of specialised counselling training and that professional standards of 
counselling in general practice need to be raised. She argues that counselling psychology 
is a profession well suited to meet the psychological needs emerging in general practice.
Having a psychologist on site in primary health care settings would mean that patients with 
psychological problems could be referred directly and quickly. Workload and stress 
among doctors would most probably be reduced, and, more importantly, psychological 
care would become more effective. The assessment of psychological problems detected 
by the general practitioner would then be carried out by a psychologist who could offer 
therapy or refer the client elsewhere, e.g. to a psychiatrist if needed. Referrals to 
psychiatrists or clinical psychology departments might not always be necessary. In that 
respect, psychologists could give prompt feedback to the general practitioners as part of 
the primary health care team.
An additional benefit is that, if a psychology service is offered on site, the stigma attached 
to being referred to a psychiatric department or a psychology department is avoided. 
Thomas (1993) found that eighty-five per cent of a sample of 100 patients in primary care
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indicated that they would prefer seeing a counsellor in their doctor’s surgery to consulting 
a therapist or a counsellor from an outside agency. This same study looked at what are 
the psychological and emotional problems that might benefit from counselling. It was 
found that 51% felt that they would be most likely to benefit if they became depressed or 
anxious. The second highest group of emotional problems was bereavement and loss 
(16%) and relationship difficulties came last (11%).
The majority of doctors, nurses, and other primary health care workers can be seen as 
'counsellors’ in the broadest sense of the word. For example, they listen to the patients’ 
concerns and offer some words of comfort and support. Comey (1990) asked a sample of 
396 patients drawn from one general practice whether they had had a personal or 
emotional problem in the last 10 years and whom they had confided in. She found that 
general practitioners were more likely to be consulted with psychological problems than 
any other professionals. She suggested a number of reasons why people are most likely to 
confide in their family doctor. For example, that general practitioners are usually familiar 
to the patient, readily available, and accessible, and that there is little stigma attached to a 
visit to the surgery. Moreover, individuals may consult their general practitioner with a 
physical problem and subsequently they may discuss and disclose psychosocial problems.
However, a recent study (Cape, 1996) on psychological treatment of emotional problems 
by general practitioners showed that less than half of the average consultation in the study 
comprised psychological treatment of emotional problems. ‘Psychological treatment’ was 
broadly defined as any discussion and listening to patients' psychosocial concerns. This 
was despite fact that the selection of consultations for the study comprised patients who 
presented with psychological problems and doctors interested in psychological approaches.
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Within this broad definition, the amount of psychological treatment varied considerably. 
Some consultations comprised predominantly psychological treatment, while others 
focused on medication, physical symptoms, or referral to specialists. One factor found to 
be associated with decreased psychological treatment was the extent to which physical 
symptoms were also presented in the consultation, that is, increased proportion of physical 
symptoms rated on a problem checklist of a screening questionnaire was associated with 
increased proportion of discussion of physical matters in the consultation and less attention 
to psychological care.
Consistent with other studies (e.g. Bridges and Goldberg, 1985), even this sample of 
patients directly presenting emotional problems to the doctors had relatively few ‘pure’ 
emotional problems presentations. The majority of patients also presented physical 
symptoms to the doctors. Thus, it has been pointed out (Cape, 1996) that it is perhaps 
unrealistic in the majority of general practitioners' consultations to expect ‘pure’ 
psychological interventions.
Nevertheless, doctors often seem to lack the time and expertise to provide detailed 
emotional support and apply psychological interventions (Rowland, Irving, and Maynard, 
1989). Furthermore, some concern has been raised about doctors' failure to detect hidden 
psychiatric morbidity in patients presenting psychological distress in a somatic form 
(Wright, 1990).
Appleby et al. (1996) re-examined general practices' attendance by young suicides (under 
35 years of age) for evidence of increasing frequency of visits prior to death. They found a 
pattern of increasing attendance during the three months before death. They also found 
that there was a striking lack of evidence of risk assessment and that in none of the 124
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cases significant risk was recorded at the last appointment before death. However, it 
cannot be concluded that general practitioners do not normally assess suicide risk 
adequately - retrospective case-note studies are limited by what is written down, and the 
number of those who are prevented from committing suicide is unknown. Nevertheless, 
the results suggest that some suicides by young men and women could perhaps be 
prevented by psychological assessment of suicide risk.
Primary health care settings in Iceland do not normally employ psychologists, psychiatrists, 
counsellors, or psychiatric nurses as members of staff. Given the results from research in 
Britain on the prevalence of psychological problems among general practice attenders, 
their preference for being referred to a professional on site with their psychological 
problems and the likelihood of reduced stigmatisation of psychiatric referrals, it can be 
inferred that attaching psychological services to the primary health care setting would 
result in better psychological care.
Furthermore, the results from the Norwegian experiment (Hansen, 1987) indicate that 
integration of these two services might result in reduced admission to mental hospitals. 
However, assessment of psychological care in general practice in Iceland is essential before 
debate about these issues can take place. Information is needed about current practice, 
prevalence of psychological problems among the attenders, and what happens to people in 
need of some form of psychological management who consult their general practitioners.
The aim of this study was to pilot a questionnaire to examine the perceived need amongst 
general practitioners for psychological services in primary health care in Iceland and their 
management of psychological problems detected amongst their patients in terms of 
referrals and prescriptions. It is intended that at the second stage of this research, this
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questionnaire will be used together with the shortened 30 item version of the General 
Health Questionnaire (GHQ) (Goldberg and Williams, 1988), in order to compare general 
practitioner's assessment of distress among their patients and scores obtained from the 
GHQ.
In particular, this present study firstly aims to survey the psychiatric/psychological 
morbidity amongst general practitioners' attenders, as perceived by general practitioners. 
Secondly, the study is designed to examine the outcome of general practitioners' 
consultations amongst patients given a psychological or psychiatric diagnosis in terms of 
prescriptions and referrals. Thirdly, it aims to reveal information about what kind of 
psychological problems are likely to be referred to a psychologist and what are the 
resources available for psychological care.
3.2.2 METHOD 
Measures
A nine item pilot questionnaire (appendix B) was designed for the general practitioners to 
complete immediately after each consultation. The items were in two sections, both to be 
completed for all patients. Part I includes demographic information, reason for 
consultation, diagnosis, whether a particular psychological problem is detected, and, if so, 
the perceived severity of the problem is rated on a 7 point scale as minor, moderate or 
extreme (l-2=minor, 3-5=moderate and 6-7=extreme). Part II is about the general 
practitioner's management of the consultation, medication, and referrals and the perceived 
need for the availability of a psychologist within the setting.
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Subjects and Procedure
The study took place in Iceland during a period of five days in June 1996. Two medical 
centres providing primary health care were included. One was located in the capital city, 
Reykjavik. It comprised eight general practitioners serving 14.300 registered patients. The 
other was located in HafnarfjorSur, a neighbouring town in the capital area. It comprised 
seven general practitioners and 18.700 registered patients. These two medical centres 
were chosen because both centres serve a large geographic area and include a mixed 
population in terms of social class.
The principal doctors at these centres were contacted by letters and appointments. They 
both agreed to take part in the study and to represent it to other doctors in their settings 
and ask for their participation. They were provided with research packages for each 
doctor. Each package included an introduction letter (appendix A) and the Icelandic 
version of the pilot questionnaire, which they were asked to complete for each patient over 
16 years of age immediately after each consultation.
Seven general practitioners participated in the study, six in Reykjavik and one in 
HafnarfjorSur. They completed the questionnaire for all patients consulting them for three 
consecutive days. All days of the week were represented. Representing all days of the 
week is an attempt to get as representative sample as possible. Possible variance between 
week-days in the amount of consultations is thus taken into account. More importantly, it 
is conceivable that certain psychological problems are heightened at specific times of the 
week because of life patterns. For example, people that are isolated or drinking heavily in 
the weekends might turn up on Mondays, whilst people who suffer stress at work might 
contact their doctor in the middle of the week or on Fridays.
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The reason for the low response rate from the doctors in HafnarfjorSur is not clear. 
However, at this particular time some of the doctors were on summer holidays which may 
in turn have put more workload on the others and prevented them from taking part.
3.2.3 RESULTS
The general practitioners completed the questionnaire for 184 patients. 9 were not useable 
because of the age limit in the study which was 16 years and older. The 175 patients of 
the remaining consultations were aged 16-91 years (mean=46.2), and the majority (64.5%) 
were female.
Reasons fo r consultations and diagnosis
The doctors rated the reason for consultation for 173 patients. Psychological reasons 
were rated for 12 patients. For 6 patients, reasons were mixed, that is, both physical and 
psychological. The remaining 155 consultations were that of physical problems. Pure 
psychological diagnosis was made by the doctors forl4 patients, 8 were mixed, and the 
remaining 152 patients were diagnosed with a physical problem. Diagnosis was not 
indicated for 1 consultation.
Doctors' detection ofpsychological problems
Out of all the consultations, the doctors thought that 76 patients (43.7%) had 
psychological problems and were uncertain about whether 17 patients (9.8%) suffered 
such problems. Table 1. shows the distribution of observed psychological problems 
between doctors. The percentages in the brackets in table 1 show the proportion of 
patients thought to have psychological problems. Positive proportions ranged from 
31.8% to 61.5% between doctors.
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Table 1. Distribution of psychological problems observed by each doctor
Psychological Problem
Doctors (N=7) Yes No I don't know Total
1
2
3
4
5
6 
7
Total
7 (36.8%) 
5 (38.5%) 
12 (44.4%) 
7 (31.8%) 
16 (61.5%) 
11 (55.0%) 
18 (38.3%) 
76 (43.7%)
4(21.1%) 
7 (53.8%) 
14 (51.9%) 
12 (54.5%) 
10 (38.5%) 
5(25%) 
29 (61.7%) 
81(46.6%)
8(42.1%) 
1 (7.7%) 
1 (3.7%) 
3 (13.6%) 
0
4 (20%) 
0
17 (9.8%)
19 (100%) 
13 (100%) 
27 (100%) 
22 (100%) 
26 (100%)
20 (100%) 
47 (100%) 
174 (100%)
The frequency of psychological problems amongst the practices' attenders were also 
calculated for each setting. In HafnarQordur, where one doctor participated, 38.3% of the 
patients were rated as having psychological problems and 45.7% in Seltjamames.
Sex and age ofpeople observed as having psychological problems 
Of those who were detected as having psychological problems, 48 were females (65.8%) 
and 25 males (34.2%). The females in this group were aged 18-79 years (mean=46.4, 
SD=16.7) and the males were aged 20-77 years (mean=49.7, SD=18.7 ). A chi-squared 
analysis showed non-significant association between sex and incidences of the doctors' 
perception of psychological problems amongst the attenders {%2 =.619, df = 2, n.s.).
Frequency o f particular types o f psychological problems
Table 2. shows the frequency of particular types of psychological problems as rated for 73 
patients by the doctors for males and females. The emotional problems observed by the 
doctors were primarily depression and/or anxiety. Although the table shows only two 
incidents of psycho-somatisation, it was reported together with other various problems for 
10 patients.
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Table 2. Frequency and types of psychological problems as
rated by the doctors amongst males and females
sex
TotalType of problem Male Female
Depression 4 13 17
Anxiety 7 13 20
Psychological Trauma 1 5 6
Psychosomatic 0 2 2
Life-Stress 2 2 4
Bereavement 0 2 2
Relationship Probl. 2 0 2
Depression/Anxiety 3 4 7
Psychiatric Sympt. 2 6 8
Alcohol/Drug Probl. 3 1 4
Unknown 1 1
Total 25 48 73
Severity o f psychological problems
The doctors rated the perceived severity of the problems as moderate for 46 patients 
(67.6%). Patients thought to have minor problems were 15 (22.1%) and 7 patients 
(10.3%) were thought to suffer from extreme psychological symptoms.
Management o f psychological problems in terms o f prescriptions 
Medication was prescribed for 51 patients (68%) who were thought to have psychological 
problems. The following analysis (table 3) applies to this group of patients and indicates 
the types and frequency of prescribed medication.
Table 3. The type and frequency of prescribed medication for
patients with psychological problems.
Frequency
Sleeping tablets 
Painkillers 
Anti-depressants 
Anxiety inhibiting 
Anti-Psychotic
Anti-depressants/Anxiety inhibiting
Sleeping tab./Painkillers/Anxiety inhib.
Sleeping tab./anti-depressants
Other
None
Total
7 (9.5%) 
1(1.3%) 
18 (23.7%) 
11 (14.5%)
1 (1.3%)
2 (2.6%) 
2(2.6%)
2 (2.6%)
6 (7.9%)
24 (31.6%) 
74 (97.4%)
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Medication was prescribed for all patients rated as suffering from extreme psychological 
problems, in 32 cases out of 46 rated as having moderate problems, and in 6 out of 9 cases 
rated as having minor problems.
Management o f psychological problems in terms o f referrals
Out of 76 patients regarded as having psychological problems, 12 patients ( 16.2%) were 
referred to mental health professionals, 2 to social workers, and 6 to others. The 
remaining 56 had no referral mentioned in the questionnaires. Because there were no 
specific questions whether the patient had been referred previously by the doctor, or had 
contact with other professionals already, the cases which the doctors noted as already in 
contact with mental health professionals are included in the frequency table.
Table 4. Types and frequency of psychological problems referred to different sources
Referrals
Social No
Type of probl. Psychologist Psychiatrist worker Others referral Total
Depression 1 1 15 17
Anxiety 1 1 3 15 20
Psychological
trauma 2 1 4 7
Psychosom. 3 3
Life-stress 4 4
Bereavement 1 1 2
Relationship
Problems 1 1 2
Depression/
Anxiety 1 6 7
Psychiatric 2 4 3 9
symptoms
Alcoh/Drug 1 3 4
Unknown 1 1
Total 4 8 2 6 56 76
Table 4. shows the types and frequency of psychological problems referred to different 
professionals, and types and frequency of non-referrals. Out of the four patients referred to 
a psychiatrist as suffering from psychiatric symptoms, one was rated with psychosis, two
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with clinical depression, and one with clinical depression/anxiety. Patients with 
psychiatric symptoms who were referred to psychologists were rated with schizophrenia 
and clinical depression.
The six referrals to 'others' included two referrals to other general practitioners, one to 
alcohol treatment, one to gastroscope, and one referral was not specified. No calculations 
were made in order to find out if there were any particular type of problems that each 
doctor referred to other professionals, because there are too few cases reported in each 
cell for the type of problem referred.
The distribution of referrals between doctors is shown in table 5. Out of a total of 12 
referrals to mental health professionals, 6 come from the same doctor. 2 of the doctors do 
not refer any of their patients observed with emotional problems to specialised 
psychological intervention
Table 5. Distribution of referrals between doctors
Doctor
Referrals
TotalPsychologist Psychiatrist
Social
worker Others
No
referral
1 1 6 7
2 1 1 3 5
3 12 12
4 1 1 5 7
5 2 1 1 12 16
6 1 1 9 11
7 2 4 3 9 18
Total 4 8 2 6 56 76
The perceived need for psychological services in setting
The doctors answered the question whether they would have referred a patient to a 
psychologist if available in setting, for 63 patients with psychological problems. In 25 
cases, the doctors would not have done so. In 15 cases, they would have. And, in 23
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cases, they felt that they did not know. Table 6. shows the frequency and types of 
psychological problems amongst the patients that the doctors felt were suitable or not for 
referrals or did not know if they would have referred to a psychologist if available. Out of 
the 15 referrals that the doctors would have referred to a psychologist on site, one was 
rated as minor, nine as moderate, and five as extreme.
Table 6. Frequency of referrals to psychologists if  available in settings and types of
psychological problems
Referra to psychologists if in setting
TotalYes No I don't know
Depression 2 6 5 13
Anxiety 4 9 5 18
Psychological Trauma 3 1 1 5
Psychosomatic 3 3
Life-Stress 1 2 3
Bereavement 1 1
Relationship Problem 1 1
Depression/Anxiety 1 1 5 7
Psychiatric Symptoms 3 5 8
Alcoh./Drug Problem 3 3
Unknown 1 1
Total 15 25 23 63
Table 7 shows the distribution between doctors of referrals to a psychologist if available in 
setting. The table shows that 5 out of 7 doctors would have referred to the service if 
available. One of the doctors who thought that he or she would not have referred anyone 
to a psychologist in the setting felt uncertain about 7 patients out of 11. The other doctor 
felt uncertain about 3 patients out of 10.
Table 7 Distribution between doctors of referrals to psychologists if
available in settings
Referra]Is
Doctor Yes No I don't know Total
1 1 3 3 7
2 1 1 3 5
3 4 7 11
4 4 1 2 7
5 2 8 5 15
6 7 3 10
7
Total
7 1 8
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3.2.4 DISCUSSION
The results from this pilot study indicate that a high proportion of patients consulting the 
participating doctors in these two primary health care settings in Iceland are perceived by 
the doctors as suffering from psychological problems. Furthermore, the vast majority of 
these patients seem to be managed by their general practitioner and relatively few were 
referred to mental health professionals. This is consistent with other studies (e.g.
Goldberg and Huxley, 1980; Wilkinson, 1989). The main interventions made by the 
doctors seem to have been in the form of prescription, mainly anti-depressants and anxiety- 
inhibiting medication. However, a large proportion of the individuals thought to have 
psychological problems seems to have been managed by the doctors without any 
prescriptions.
Although no information was collected in this present study of psychological treatment 
offered by the general practitioner to distressed patients, some doctors may indeed have 
offered some kind of psychological management, most probably in the form of listening, 
discussion, and simple forms of counselling. The reasons for such few referrals to mental 
health professionals is not at all clear, and the doctors were not asked specifically why they 
did not refer patients with psychological problems to some specialised intervention. One 
reason might be a lack of accessibility to these professionals. Another reason could be that 
the patients are not at all willing to be referred to an extramural psychologist or a 
psychiatrist, due to the stigma attached to it.
The perceived need amongst the general practitioners for a specialised intervention in the 
settings was measured by asking them if they would have referred a consulting patient with 
a psychological problem to a psychologist if available in the setting. Although the doctors
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do not seem equally keen on referring their patients to a psychologist in the setting, the 
overall results indicate that the general practitioners might welcome such an opportunity.
The difference between how the doctors regard referrals referrals for psychological 
intervention can not be explained in this rather limited study. Further research is needed to 
establish factors that may cast lighton doctors’ views on referrals to mental health 
professionals. For a large proportion of patients suffering from emotional problems, the 
doctors felt that they did not know if they would have referred the patient or not. What 
causes this uncertainty remains unclear, but it may indicate that perhaps the doctors in 
general do no know what sort of problems may benefit from psychological intervention 
and what a psychologist can provide in primary health care. Perhaps, greater awareness of 
these factors would result in a higher number of referrals to psychologists.
Consistent with other studies (e.g. Cape, 1996; Bridges and Goldberg, 1985), relatively 
few patients in this present study seem to have presented 'pure' emotional problems,
i.e.the majority of patients also presented physical symptoms. This might be one of the 
reasons for few referrals for specialised psychological intervention. It has been found that 
the extent of psychological treatment is associated with the extent to which physical 
symptoms are also presented in a consultation (Cape, 1996). The presence of 
psychological services within the setting might perhaps make it more acceptable, to the 
patients, to present 'pure' psychological problems, as they would know that they would be 
referred appropriately and their difficulties would be acknowledged.
In this present study, the emotional problems detected by the doctors were mainly 
depression and/or anxiety. These findings are consistent with other studies in primary 
care (e.g. Cape, 1996). These kind of problems would seem to be highly suitable for
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psychological counselling. The very few presenting relationship problems within the 
consultations may reflect that those that suffer difficulties in their relationships may be less 
likely to disclose such problems to their doctor than those with anxiety or depression, as 
the latter two can be viewed as medical. There is medication which can be prescribed for 
the treatment of anxiety and depression but none that can be prescribed for difficulties in 
relationships. In other words, depression and anxiety may be perceived by the patient as 
being more acceptable in this kind of setting, than difficulties in relationships. However, 
patients might be more apt to consult a doctor about these difficulties, along with other 
varius psychological problems, if they knew that the doctor could refer them to a 
psychologist within the setting. In other words, having a counselling psychologist as a part 
of the primary health care team would perhaps 'normalise' psychological problems, make 
them more acceptable, and reduce prejudice.
The limitations of this study do not allow the results to be applied in general to primary 
health care settings in Iceland. Moreover, the findings can only be seen as representative 
for the setting in Seltjamames because the participation of doctors in Hafnarfjordur was 
incomplete. In addition, further research is needed to establish the reliability of doctors' 
perception of psychological problems amongst their attenders.
However, the prevalence and management of psychological problems in this present study 
give a strong indication of a need for mental health professionals within these general 
practices. Furthermore, in line with Knight's (1995) explorations on what counselling 
psychologists actually do, psychological counselling would seem to be highly appropriate 
for the vast majority of the kind of emotional problems detected by the general 
practitioners in this present study.
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APPENDIX A Translation from Icelandic o f the letter to the doctors.
Dear doctor,
With this letter I kindly request your co-operation in gathering data because of my 
research project which involves examines the prevalence and management of psychological 
problems among GP's attenders in primary care in Iceland. In order to gather the data, the 
enclosed questionnaire has been designed. I kindly request you to complete it 
immediately after each consultation with all patients over 16 years of age, for three 
consecutive days in your practise.
It is important that the participating doctors at the medical centres perform this on 
different days of the week. For example, if 8 doctors participate in the same surgery, then 
4 doctors would collect the data from Monday to Wednesday and the other 4 from 
Wednesday to Friday. In that way, all days of the week are represented, which is 
important in order to fulfil requirements of significance. When the recording is completed 
after 3 days, I kindly ask you to send me the data in the enclosed, addressed, and stamped 
envelopes.
This part of the study is a pilot, performed for the purpose of the following:
1. Piloting the questionnaire for general practitioners
2. Examine the types of psychological problems characterising individuals referred by 
GPs to psychologists
3. Examine the management of psychological problems amongst GPs' attenders in terms 
of prescriptions and resources of referrals
4. Examine the prevalence of psychological problems amongst GPs’ attenders
I am a psychologist (MSc health psychology, University of Surrey) and a member in the 
British Psychological Society. I am now studying for a doctoral degree in 
psychotherapeutic and counselling psychology at the University of Surrey in England, and 
this research is a part of my doctorate project, supervised by dr. Evanthia Lyons.
This research is intended to increase future co-operation between general practitioners and 
psychologists, and hopefully better psychological care in primary health care services in 
Iceland as well. Your co-operation would be greatly appreciated.
Your sincerely,
Agnes Agnarsdottir
Department of psychology, University of Surrey, 
Guildford, Surrey, GU2 5XH
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The Icelandic version o f the letter to doctors 
Kaeri laeknir,
Me6 brefi f)essu fer eg godfuslega a leit, a5 pu a5sto5ir mig vi3 gagnasofnun vegna 
fyrirhugadrar rannsoknar minnar a tidni og medhondlun salraenna erfidleika a medal J)eirra 
einstaklinga sem saekja {jjonustu heilsugaeslustodva a islandi. Fyrir J>essa gagnasofnun hef 
eg utbuid serstakt eydublad sem eg bi5 J)ig a5 fylla ut fyrir hvem f>ann einstakling yfir 16 
ara aldri sem kemur til pin 1 vidtal. betta {)arf a3 gerast 1 f)ija daga 1 rod.
Mikilvaegt er ad laeknar a vidkomandi heilsugaeslustod skipti med ser dogum, til daemis, ef 
8 laeknar taka J)att i rannsokninni, Ipk safna ^orir laeknar gognum fra manudegi til 
midvikudags og adrir §orir fra midvikudegi til fostudags. I>annig fast gogn fra ollum 
dogum vikunnar sem er mikilvaegt til ad nidurstodumar fullnaegi krofiim um marktaekni. 
begar jjessari Jjriggja daga skraningu er lokid, bid eg {)ig ad senda mer eydublodin og hef 
utbuid til ))ess medfylgjandi umslag tilbuid til sendingar.
Fyrsti hluti rannsoknar minnar er einungis forkonnun, gerd i ])eim tilgangi ad:
1) Forprofa spumingalista fyrir heilsugaeslulaekna.
2) Kanna hvers konar salraen vandamal eru einkennandi fyrir ])ann hop einstaklinga sem 
heilsugaeslulaeknar myndu visa til salfraedings.
3) Kanna valkosti heilsugaeslulaekna hvad vardar medhondlun einstaklinga sem eiga vid 
salraena erfidleika ad strida t.d. ly^agjof, og moguleika a tilvisun til annara.
4) Kanna tidni salraenna erfidleika a medal einstaklinga sem saekja {jjonustu 
heilsugaeslulaekna.
Eg er salfraedingur ( Msc heilsusalfraedi, University of Surrey ) og medlimur i Breska 
salfraedifelaginu ( The British Psychological Society ). Eg er nu i doktorsnami i 
medferdar- og radgjafar salfraedi ( Psych D, psychotherapeutic and counselling 
psycohology ) vid Haskolann i Surry i Englandi og er J)essi rannsokn hluti af 
doktorsverkefni minu undir handleidslu dr. Evanthiu Lyons. Namid er ad hluta til verklegt 
og samhlida boklegu nami starfa eg i namstodu a heilsugaeslustod i London.
Fyrirhugud rannsokn er hugsud sem innlegg um aukid samstarf laekna og salfraedinga i 
almennri heilsugaeslu og um leid baetta heilbrigdisjjjonustu a islandi.
Med vinsemd og von um samstarf,
Agnes Agnarsdottir
Department of psychology, University of Surrey,
Guildford, Surrey, GU2 5XH
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APPENDIX B
QUESTIONNAIRE FOR DOCTORS IN PRIMARY CARE
Agnes Agnarsdottir, Dep. Psychology, University of Surrey Date: / /
Kindly complete the following questionnaire for each individual over 16 years of age 
coming to you.
PART I: INDIVIDUAL’S DETAILS
1) MaleD Female□ Age___
2) Diagnosis:
3) Why is the individual consulting you today?
4) Do you think that this individual has psychological problems? Yes □ NoD
I don't know □
If'yes', how would you rate his psychological state on the following scale?
Minor psychological problems 1 2 3 4 5 6 7 Extreme psychological problems
5) What kind of psychological problem do you think this individual suffers from? 
DepressionD Anxiety □ Psychological traumaD
Psychosomatic □ Life-stressD Bereavement □
Relationship probl. □ PTSDD Psychosis□
Schizophrenia □ Clinical depressionD Manic/depressive □
I don't knowD Other, please specify:___________
PART D: MANAGEMENT
1) Medication prescribed: Yes □ No □
2) What kind of medication? Sleeping tablets □ Painkillers □ Anti-depressants □
Anxiety inhibiting^ Anti-psychotic □ Other, please specify:
3) Referred to others: DPsychologist □ Psychiatrist Social worker□ Other, please specify:
4) Would you have referred this individual to a psychologist if the service was available in 
your setting? Yes □ No □ I don't know □
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Icelandic version o f the questionnaire
SPURNINGALISTI FYRIR HEILSUG^SLULEKNADags: / /
Agnes Agnarsdottir, salfraedideild, University of Surrey
Vinsamlega svarid eftirfarandi spumingum fyrir hvem einstakling yfir 16 ara aldri 
sem kemur 1 vidtal.
HLUTI I: UPPLYSINGAR UM EINSTAKLING
1) Karl □ Kona □ Aldur__
2) Sjukdomsgreining:
3) Hvers vegna kom einstaklingurinn til {jin i dag?
4) Heldur J)u a6 einstaklingurinn eigi vid salraen vandamal ad strida? Ja □ Nei □ 
Ef'ja', hvemig myndir J)u meta salraent astand hans a eftirfarandi kvarda?
Vaeg salraen vandamal 1 2 3 4 5 6 7 Alvarleg salraen vandamal
5) Hvers konar salraent vandamal heldur {)u ad einstaklingurinn eigi vid ad strida: 
Vaegt JjunglyndiD KvidiD Salraent afallD
Salvefraen eink.D StreitaD SorgarvidbrogdD
Samskiptaordugleikar □ Afallaroskun (PTSD) □ Sturlun (psychosis) □
Gedklofi □ Kliniskt {junglyndiD Gedhvarfaroskun□
Veit ekkiD Annad, vinsamlega skilgreinid:
HLUTI H: MEDHONDLUN EINSTAKLINGS:
1) Lygamedferd Ja □ Nei □
2) Hvemig lyf? Svefnlyf □ Verkjalyf □ Funglyndislyf □ Kvidastillandi lyf □
Anti-psychotisk lyf □ Annad, vinsamlega skilgreinid:_
3) Einstaklingi visad til: DSalfraedings DGedlaeknis
□Felagsradgjafa DAnnad, vinsamlega skilgreinid:________
4) Hefdir })u visad {)essum einstaklingi til salfraedings innan stofhunarinnar ef sa moguleiki 
hefdi stadid til boda? Ja □ Nei □
Notes for Contributors to 
Counselling Psychology 
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3.3 A N  EXAMINATION OF THE NEED FOR PSYCHOLOGICAL
COUNSELLING SERVICE IN  PRIMARY HEALTH CARE IN  ICELAND
ABSTRACT
Specialised psychological service is not an integrated part of primary health care in 
Iceland. A questionnaire was used to examine the frequency of psychological morbidity 
amongst general practice attenders, as identified by GPs, in three primary care health 
centres in Iceland for 3 consecutive days. The 30 item version of the GHQ was used as a 
pre-consultant questionnaire for patients waiting to see their GP. Out of 499 
consultations, 23 GPs identified psychological problems for 176 patients. 227 patients 
were identified with such problems by the GHQ. Significant association was found 
between age of patient and identification of psychological problems by the GPs, indicating 
that the GPs were more uncertain in detection of such problem amongst younger patients 
consulting them. GPs’ management of patients who were identified with emotional 
distress was examined in terms of prescriptions and referrals. The GPs were found to be 
managing the majority of the patients identified with psychological problems, - only 22 
patients were referred to mental health professionals, psychiatrists, or psychologists and 1 
was referred to a social worker. A questionnaire was designed for the doctors to 
investigate their attitude to psychological services. Thus, an attempt was made to reveal 
factors that may influence doctors’ decisions about referrals to psychologists. The 
profession of counselling psychology is highlighted and so are the implications for 
counselling psychologists working in primary care.
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3.3.1 INTRODUCTION
Specialised psychological or psychiatric services are not an integrated part of primary 
health care settings in Iceland. General practitioners’ (GPs5) patients suffering from 
psychological problems would need to be referred to extramural services, i.e. to privately 
practising psychologists or psychiatrists, or to mental health hospitals, for specialised 
intervention. In a 3.7% random sample of the population in Iceland aged 20-49, the 
prevalence of mental disorders was estimated at approximately 20% (Helgason, 1978; 
Helgason and Asmundsson, 1980).
Goldberg and Huxley (1980) have been credited with having drawn attention to the extent 
to which psychological and psychiatric distress go undetected and untreated in the general 
population. Epidemiological studies in Great Britain and the United States suggest that 
the rate of mental distress in the general population is in the range of 10-15 % at any point 
in time (Goldberg and Huxley, 1992). Most of this distress is depression and/or anxiety. 
Females are more likely to be detected with psychological problems than men (e.g. 
Goldberg, 1972). In Great Britain, the main point of medical contact for individuals with 
mental distress is not the psychiatric services, but rather the general practitioner (GP). It 
has been estimated that about 30 % of patients in general practice consult their doctor 
entirely because of emotional problems (Pereira Grey, 1988).
Comey (1990) found that GPs were more likely to be consulted with psychological 
problems than any other professionals. She suggested a number of reasons why the GPs 
were more likely than others to be contacted for this sort of problem. For example, GPs 
are usually familiar with the patient, readily available, accessible, and there is little stigma 
attached to visiting the surgery. In addition, individuals may present with a physical 
problem and subsequently discuss and disclose psycho-social problems. Furthermore,
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most patients with emotional problems are managed in primary health care (Wilkinson, 
1988) and more patients receive treatment for emotional problems from GPs than receive 
specialised psychiatric or psychological treatment (Goldberg and Huxley, 1980).
Psychological services have been available to patients in surgeries for over thirty years 
(Irwing and Heath, 1985) with the first developments being the attachment of marriage 
guidance counsellors, and social workers (Cooper, Harwin, Depla and Shepherd, 1975). 
Balint emphhasised in 1957 that the psychological care contributed by GPs was not to be 
underestimated (Balint, 1964). Balint saw much of the illness presented to the doctor as 
being of psychological origin and felt that the GPs should expand their diagnosis and be 
aware of the psychological significance of individual symptoms. Since then, psychological 
service in surgeries has expanded in Britain, although it is not yet available in every 
primary health care setting.
Hospital- and-community based mental health-teams have extended their services into the 
community, and thus made them more effective, by attaching their employees to general 
practice (Dammers and Wiener, 1995). These attachments have provided opportunities 
for the following: better understanding between various disciplines, the development of 
professional skills, and the experience of working with the wide variety of clients attending 
this kind of setting. According to Dammers and Wiener (1995), these attachments have 
usually been welcomed by GPs, as they provide more resources and facilitate referrals for 
specialised interventions. Mental health teams have developed many different attachments 
for psychologists. Their work usually involves a combination of assessment and therapy 
and, if appropriate, the team can often facilitate access to hospital-based services. These 
attachments are usually funded by the health authority, and a worker may be attached to
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more than one practice whilst retaining a base in the community mental health unit where 
he or she receives supervision and is in contact with other mental health team members.
Counselling psychology can contribute much to service developments in primary health 
care settings. The value of counselling attachment to general practice is that the patients 
who need this kind of help can be referred on without too much delay. Studies of such 
attachments to the practice have found that they facilitate referral and feedback between 
the counsellor and the GP, in cases where communications are good. Thus, psychological 
intervention may be offered and accepted by patients at an early stage of their problems 
(Comey and Jenkins, 1992). With attachments to primary care, the patients can see the 
psychologist in a familiar environment with less stigma attached. In addition, when the 
doctor has suggested such referral, it may reduce the patients fear or scepticism of the 
value of such intervention.
Why do we need psychological interventions in general practice? How great is the need 
for trained counselling psychologists? Knight (1995) stresses the fact that counselling 
psychologists do not usually work alone with clients suffering serious mental illness, such 
as clinical depression, schizophrenia, or psychoses, but more commonly with sub-clinical 
depression, anxiety disorders, life-stress, traumas, and difficulties in relationships, that is, 
problems often encountered in primary health care settings. Counselling psychologists can 
apply short-term interventions and psychological assessment and the benefits for the clients 
include the fact that therapy is informed by psychological theory and research. They study 
various models and are also knowledgeable in the general field of psychology.
The advantages of this is that interventions used by counselling psychologists are based on 
psychological research which also enables them to provide a preventative and consultancy
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approach. In addition, because they are familiar with several theoretical approaches, they 
can be flexible and adapt to the different needs of various clients. They do not only use 
counselling skills, but they also apply psychological techniques and interventions.
Woolfe (1996) points out that, in the work of counselling psychologists, the emphasis is on 
the development of potential and on prevention, rather than cure, and on well-being rather 
than pathology. A Holistic view of the client is adopted, which involves examination of 
emotional and mental health in the context of the client’s environment, location in the life­
cycle, lifestyle, and relationships. Instead of concentrating on symptoms, the concerns are 
on the whole person in all areas of functioning.
Thomas (1993) found that 85 % of a sample of 100 patients in primary care felt that they 
would prefer seeing a counsellor in their doctor’s surgery to consulting a therapist from an 
outside agency. The same study looked at which psychological problems people perceived 
as the ones to which counselling might be beneficial. 51% of the patients felt that they 
would be most likely to benefit if they became depressed or anxious. The second highest 
group of such problems was bereavement and loss. Relationship difficulties came in last.
A recent study by Cape (1996) on GPs’ psychological treatment of emotional problems 
showed that less than half of the average consultation in the study comprised psychological 
treatment of emotional problems. Psychological treatment was broadly defined as any 
discussion and listening to patients’ psycho-social concerns.
Consistent with a study by Bridges and Goldberg (1985), this sample, which directly 
presented emotional problems to the doctor, had relatively few ‘pure’ presentations with 
emotional problems. The majority of patients also presented physical symptoms to the
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doctors. Thus, Cape (1996) pointed out that it is probably unrealistic in a majority of GPs’ 
consultations to expect ‘pure’ psychological interventions.
The majority of doctors, nurses, and other primary health care workers can be seen as 
being involved in ‘counselling’ in the broadest sense of the word. For example, they listen 
to patients and offer them words of comfort and support. In most cases, a GP’s ability to 
offer such a support to a patient is adequate or all that is needed. However, doctors often 
seem to lack the time and expertise to provide detailed emotional support and to apply 
psychological interventions (Rowland, Irving, and Maynard, 1989). Some concern has 
been raised about doctors’ failure to detect hidden psychiatric morbidity in patients 
presenting psychological distress in a somatic form (Wright, 1990).
Appleby et al. (1996) re-examined general practices’ attendance by young suicides, under 
35 years of age, for evidence of increased frequency of visits prior to death. They found a 
pattern of increasing attendance during the three months before death. They also found 
that there was a striking lack of evidence of risk assessments and that in none of the 124 
cases significant risk was recorded at the last appointment before death. However, it 
cannot be concluded that GPs do not normally assess suicide risk adequately- retrospective 
case-note studies are limited by what has been written down, and the number of those who 
are prevented from committing suicide is unknown. Nevertheless, the results suggest that 
some suicides by young people could perhaps be prevented by specialised psychological 
assessment of suicide risk.
Reviewing the literature on referrals (Goldberg and Huxley, 1980; Shepherd et al.,1981; 
Wilkinson, 1989), the GPs themselves seem to manage the majority of individuals with 
psychological problems. Little research has been done on the processes of referral and
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consultation between GPs and mental health professionals. Although, as indicated above, 
up to one-third of patients consulting their doctor have mental health problems or 
psychosomatic complaints, it seems that the extent to which GPs refer cases to mental 
health professionals varies.
Shepherd et al. (1981) looked at factors that seemed to influence GPs’ decisions 
concerning referrals to psychiatrist. The most frequently cited reasons for not referring 
appropriate cases to a psychiatrist turned out to be the stigma of psychiatric care. The 
second most frequent reason was the GPs’ feeling that treatment of neurotic patients was 
their job. Additional comments from the GPs reflected e.g. their lack of conviction that 
suitable treatment was available, unsatisfactory ways in which patients had been dealt with 
in the psychiatric clinic, the lack of psychiatric facilities, lack of satisfactory rapport 
between GPs and psychiatrists, and how late psychiatrists in send reports on patients 
referred to them.
In Iceland, mental health professionals are not normally employed as members of primary 
health care teams, and patients with emotional distress consulting their GP would have to 
be referred to psychologists or psychiatrists outside the health care settings. A pilot study 
(Agnarsdottir and Lyons, 1996) was carried out on the perceived need amongst general 
practitioners for psychological services in primary health care in Iceland and management 
of psychological problems detected amongst their patients. A questionnaire was used to 
examine the frequency of psychological morbidity amongst general practice attenders as 
perceived by GPs in two primary care health centres in the capital area of Reykjavik. Out 
of 175 consultations, 7 GPs identified 76 patients (43.7 %) with psychological problems. 
The GPs themselves were found to be managing the majority of the patients identified with
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psychological problems. Only 12 patients were referred to mental health professionals, 
psychiatrists, or psychologists.
One of the aims of the pilot study was to pilot a questionnaire for each patient to be 
completed by their doctors. The results from the study give a strong indication of an 
existing need for mental health professionals providing specialised psychological 
intervention within the general practices. Specialised intervention in the form of 
psychological counselling would seem to be highly appropriate, according to the kind of 
problems observed by the doctors. However, in the pilot study, the GPs did not seem 
particularly keen on referring patients to psychologists, even if such a service would have 
been available in their settings. Further research is needed which might reveal factors that 
determine the doctors’ decisions on referrals.
The aim of the present study is to examine further the need for psychological services in 
primary health care in Iceland, and potential factors influencing doctors’ decisions on 
referrals to psychologists. In order to assess the potential need for psychological services 
in primary health care in Iceland, 5 objectives were established.
Objectives o f the study:
1. Examining the frequency of psychological problems identified by the GPs amongst 
general practice attenders in primary health care settings in Iceland.
2. Examining GPs' effectiveness in detecting psychological problems within consultations.
3. Examining GPs' management of consultations amongst patients identified with 
psychological or psychiatric problems in terms of prescriptions and referrals.
4. Identifying particular types of psychological problems presented to the GPs which 
might be suitable for specialised psychological intervention, such as, psychological 
counselling.
5. Examining potential factors influencing GPs' decisions on referrals to psychologists.
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This is a prospective examination of psychological care given in general practice in 
Iceland. The examination compares a validated pre-consultation questionnaire to GP's 
assessment and management form, in order to evaluate psychological diagnosis and 
management within the consultation.
3.3.2 MATERIALS AND METHOD
The study was introduced to the Icelandic National Doctor of Medicine and the Minister 
of Health. The Ministry of Health issued a support letter (appendix G) for the study to 
facilitate participation of the GPs in the primary health care settings. Meetings were held 
with the GPs in five health care centres, where the purpose and the procedure of the study 
was introduced and participation was requested. They were also provided with an 
introduction letter, requesting their participation (Appendix H and I, Icelandic and English 
versions) and the letter of support from the Minister of Health. At two centres, the 
doctors did not agree to take part.
Settings and Subjects:
The study took place in Iceland during a total period of three weeks in April-June 1997. 
The three medical centres providing primary health care comprised 23 GPs. These centres 
were the following:
1) Seltjamames Primary Health Care Centre, located in Seltjamames, a town in the capital 
area, serving the town and the West-End of the capital-city Reykjavik. This setting 
comprised eight general practitioners serving about 15.000 patients.
2) Kopavogur Primary Health Care Centre, located in Kopavogur, a town in the capital 
area, comprising six general practitioners serving about 19000 patients
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3) Akureyri Primary Health Care Centre, located in Akureyri, the biggest town in the 
north of the country. This centre comprised ten general practitioners serving about 
17.000 patients.
These three medical centres were chosen because they all serve a large geographic area 
and mixed populations in terms of social class.
The subjects of the study were all general practice attenders over 16 years of age that 
consulted their GPs in a period of 3 consecutive days. In addition to the 23 doctors at the 
participating health care centres, 21 doctors working at various health care centres in the 
capital area were asked to complete a questionnaire on doctors’ attitude towards 
psychological services in primary care.
Materials:
General Health Questionnaire (GHQ30)
The Icelandic version of the shortened 30 item General Health Questionnaire (Goldberg 
and Williams, 1988) was used to identify people likely to have psychological problems (see 
appendixes A and B, Icelandic and English versions). The GHQ is a well-known screening 
instrument which has been validated as a self-reporting questionnaire. High score on the 
GHQ merely indicates morbidity without specifying a diagnosis. It is used to identify 
patients in general practice and community settings who are suffering from non-psychotic 
pscychiatric ill-health (Goldberg, 1972; Wright and Perini, 1987). It has been validated in 
England as well as in other countries.
The Icelandic version of the questionnaire has been used for a sample of 1845 people for 
the purpose of comparison of the Cornell Medical Index and the 30 item version of the
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GHQ in estimating the prevalence of mental disorder in Iceland (Helgason, Asmundsson, 
Kristjansson, and Stefansson, 1979). In the present study, a scoring level of 4 or above 
was used to identify a case, which is the same cut-off point as was used in the prevalence 
study by Helgason et al. (1979).
When assessing a screening test, it is necessary to make separate assessments of the 
number of patients who are psychiatrically ill that it misses, - its sencitivity, and the 
number of normal patients that it misclassifies as ill, - its specificity (Goldberg, 1972). If a 
prefaience study were aimed at missing as few cases as possible, one would naturally lower 
the threshold so as to increase the sensitivity of the test at the expense of specificity. 
Sencitivity is calculated by expressing the ‘true positives’ as percentage of all psychiatric 
cases found at interview and specificity is calculated by expressing the number o f ‘true 
negatives’ as percentage of the total number of non-case.
A threshold score for the GHQ 30-item questionnaire, which provides optimum 
discrimination for most screening purposes, has been identified as 3/4 (Goldberg, 1972). 
This threshold score was found to give the best trade-off between sensitivity and 
specificity in a general practise setting.
According to Goldberg (1972), the sencisitivity of the 30-item GHQ using a threshold 
score of 4/5 in general practise setting, was found to be 91,4% and the specificity was 
87,0%. Overall misclassification rate was 11,0% so it correctly classified 89,0% of the 
general practice patients.
The Icelandic version of the 30-item GHQ has been validated in Iceland using normative 
data from a sample of the general population and data from 92 general practice patients
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where clinical assessment by a psychiatrist was used as a criterion of psychiatric caseness 
(Stefansson and Kristjansson, 1985). In this study, the sencitivity of the GHQ was 76% 
and specificity 79% with a threshold level of 2/3. The overall misclassification rate at a 
37% prevalence was 22 %. Several threshold levels had been tried and 2/3 was the level 
giving the lowest overall misclassification rate (Stefansson and Krisjansson, 1982). When 
using a threshold score of 3 / 4 the sencitivity was 64,7% and the specificity was 81% 
with an overall misclassification rate of 25,0%.
The GHQ was translated into Icelandic in agreement with the NFER Publising Company 
(Stefansson and Kristjansson, 1985). For this present study, a permission to use the 
GHQ30 was provided by the Department of Psychiatry, National University Hospital, 
Iceland, which is a NFER-Nelson registered user of the Icelandic version of the 
questionnaire. NFER-Nelson in England was also contacted who encouraged the use of 
the Icelandic version.
GP's questionnaire to complete fo r each patient
An 11-item questionnaire was designed and piloted for the general practitioners to 
complete immediately after each consultation (see appendix C and D for Icelandic and 
English versions). The items are in two sections. Section I was to be completed for all 
patients. Sections II was to be completed for those identified with psychological problems 
in section I. Section I requests demographic information, reason for consultation, 
diagnosis, whether a particular psychological problem was detected, and, if so, the 
perceived severity of the problem. The severity was rated on a 7 point scale as minor, 
moderate or extreme (l-2=minor, 3-5=moderate, and 6-7=extreme). Section II looks at
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the general practitioner's management of the consultation, in terms of medication, referrals, 
and the perceived need for availability of a psychologist within the setting.
Questionnaire fo r GPs about their attitude to psychological services in primary care 
In an attempt to reveal factors that may influence the GPs’ decision about referrals to 
psychologists, the GPs' attitudes towards psychological services in primary health care 
were surveyed. A questionnaire was designed for this purpose (see appendix E and F for 
the Icelandic and English versions). The items are in two sections. Section one includes 8 
questions about the GPs’ perception of their own management of psychological problems, 
and about available psychological services. The second section includes 22 statements or 
attitudes towards referrals to psychologists. The GPs are asked whether and to what 
extent they agree or disagree with the statements. Demographic information about age 
and sex of the GP is also obtained and how long they have been in practice.
Procedure:
The GPs were asked to complete the questionnaires on patients immediately after each 
consultation, for each patient over 16 years of age. They were asked to perform this for 
three consecutive days. Different doctors gathered the data at different days of the week. 
The purpose of representing all days of the week was an attempt to get as representative 
samples as possible, i.e. an account was taken of possible variance in the amount of 
consultation depending on the day represented. It is possibile that certain psychological 
problems are heightened at different times of the week because of life-pattems. For 
example, people that are isolated or drink heavily in the weekends might turn up on 
Mondays whilst people suffering stress at work might contact their doctor in the middle of 
the week or on Fridays.
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The receptionists at the health centres were briefed to hand out the Icelandic version of the 
GHQ30 in an envelope to all patients aged over 16 years entering the surgery to see the 
participating doctors. Each patient was requested by the author or an assistant to fill it in, 
replace the completed questionnaire in the envelope, and give it to their doctor. The 
following introduction was printed and given to the patient:
T am a psychologist doing a research in this centre today on 
psychological well-being amongst those attending the surgery. I 
am asking people who have come to see a doctor to fill out a 
short questionnaire while they are waiting. It is about how you 
are generally. The doctor will not see the questionnaire, and your 
name will not be recorded. Kindly put the completed 
questionnaire in the envelope provided, close it, and bring it with 
you to the doctor who will be gathering the envelopes’.
The GPs were provided with questionnaires to fill out for each patient and an envelope for 
each questionnaire, in which he also put the smaller envelope containing the completed 
GHQ30 which the patient brought to him. Each GP was also asked to fill out the GPs’ 
questionnaire on their attitude towards psychological services in primary health care. The 
GPs who took no part in the main study were only requested to complete the doctors’ 
attitude questionnaire. They were asked to do so by the principal doctors at each centre 
who were contacted by the author. The purpose of having more GPs to answer the 
attitude questionnaire was to get more reliable results.
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3.3.3 RESULTS
The GPs completed questionnaires for 499 patients visiting them for 3 consecutive days. 
All days of the week were represented. The patients were aged 16-92 years (mean=46,45 
years) and the majority (63.6%) were females. The males in the study were aged 16-92 
years (mean=50,2 years) and the females were aged 16-88 years (mean=44,2). In 
Akureyri, where 10 doctors participated, the patients were 194, aged 16-85 years 
(mean=42.35) and the majority (61.9%) were females. In Kopavogur, where 6 doctors 
participated, the patients were 188, aged 16-92 years (mean=49.66) and the majority 
(57.2%) were females. In Seltjamames, where 7 doctors participated, the patients were 
117, the age range was 16-88 years (mean=47.18), and the majority (73.7%) were females.
Reasons for consultation and diagnosis
Out of the 176 patients identified by the doctors as having psychological problems, 100 
gave primarily physical reasons for seeing the doctor, 24 had psychological reasons, 51 
gave mixed physical and psychological reasons, and in one case the reason for coming was 
felt by the doctor to be unknown. The doctors rated the diagnosis for 173 patients 
identified with psychological problems. For 57 patients, the diagnosis was primarily 
psychological; for 69 patients the diagnosis was both psychological and physical; and for 
47 patients, the diagnosis was primarily physical. Diagnosis was not indicated for 3 
consultations.
Psychological problems identified by the doctors and the GHQ
Table 1 shows that, out of the 499 consultations in all of the health care settings, the 
doctors identified 176 (35,3%) patients as having psychological problems. For 71 patients 
(14,2%) the doctors felt that they did not know if such problems were involved.
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Table 1.
Psychological problems 
identified by the doctors
Frequency Percent
Valid Problem 176 35,3
No Problem 252 50,5
1 don't know 71 14,2
Total 499 100,0
Total 499 100.0
Table 2 shows the frequency of psychological problems identified by the doctors amongst 
the patients in each primary health care setting. In Seltjamames, 39,3% of the patients 
were detected as having psychological problems and for 17,1% the doctors felt that they 
did not know if such problems were involved. In Kopavogur, the doctors identified 
problems for 33,0% of the patients and felt uncertain about 16,0% of the patients. In 
Akureyri, the doctors identified psychological problems among 35,1% of the patients and 
felt uncertain about 10,8% of the patients.
Table 2.
Psychological problems identified by the doctors in each setting
Psychological Problem
TotalProblem
No
Problem
I don't 
know
Primary Care Seltjamames 
Setting
46
39,3%
51
43,6%
20
17,1%
117
100,0%
Kopavogur 62
33,0%
96
51,1%
30
16,0%
188
100,0%
Akureyri 68
35,1%
105
54,1%
21
10,8%
194
100,0%
Total 176
35,3%
252
50.5%
71
14.2%
499
100,0%
Table 3 shows how the identified psychological problems amongst the patients were 
distributed between the doctors. The percentages in the brackets show the proportion of
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patients identified as having psychological problems by each doctor. These proportions 
ranged from 3,7% to 88,0% between doctors.
Table 3.
Distribution of psychological problems identified by each doctor
PS'/choloqical Problem
Problem No Problem I don't know Total
Doctor 1 7 (33,3%) 4 (19,0%) 10 (47,6%) 21 (100,0%)
2 15 (55,6%) 11 (40,7%) 1 (3,7%) 27 (100,0%)
3 2 (33,3%) 3 (50,0%) 1 (16,7%) 6 (100,0%)
4 3 (33,3%) 6 (66,7%) 9 (100,0%)
5 10 (55,6%) 8 (44,4%) 18 (100,0%)
6 5 (23,8%) 10 (47,6%) 6 (28,6%) 21 (100,0%)
7 4 (26,7%) 9 (60,0%) 2 (13,3%) 15 (100,0%)
8 16 (37,2%) 20 (46,5%) 7 (16,3%) 43 (100,0%)
9 1 (3,7%) 26 (96,3%) 27 (100,0%)
10 13 (33,3%) 10 (25,6%) 16 (41,0%) 39 (100,0%)
11 9 (34,6%) 15 (57,7%) 2 (7,7%) 26 (100,0%)
12 10 (35,7%) 16 (57,1%) 2 (7,1%) 28 (100,0%)
13 13 (52,0%) 9 (36,0%) 3 (12,0%) 25 (100,0%)
14 4 (19,0%) 17 (81,0%) 21 (100,0%)
15 12 (54,5%) 5 (22,7%) 5 (22,7%) 22 (100,0%)
16 4 (16,7%) 20 (83,3%) 24 (100,0%)
17 6 (40,0%) 5 (33,3%) 4 (26,7%) 15 (100,0%)
18 22 (88,0%) 1 (4,0%) 2 (8,0%) 25 (100,0%)
19 3 (17,6%) 14 (82,4%) 17 (100,0%)
20 1 (9,1%) 8 (72,7%) 2 (18,2%) 11 (100,0%)
21 5 (26,3%) 11 (57,9%) 3 (15,8%) 19 (100,0%)
22 9 (37,5%) 15 (62,5%) 24 (100,0%)
23 2 (12,5%) 9 (56,3%) 5 (31,3%) 16 (100,0%)
Total 176 (35,3%) 252 (50,5%) 71 (14,2%) 499 (100,0%)
Table 4 shows that, out o f463 patients who completed the GHQ, 227 (45,5%) patients 
were identified as likely to have psychological problems (score 4 and above).
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Table 4. Identification of psychological problems by the GHQ
Frequency Percent
Identified
psychological problems 227 45,5
No 236 47,3
psychological problems
Total 463 92,8
Missing 36 7,2
Total 499 100,0
A kappa analysis (Dunn and Everitt, 1995) was used to calculate the strength of agreement
between the doctors and GHQ’s identification of psychological problems. The kappa
coefficient is an index that corrects for agreement by chance. However, it is difficult to
figure out if the kappa coefficient indicates whether the agreement is good enough, that is,
the strength of agreement. Although this would depend on subjective judgement, the
following rough guide was provided by Landis and Koch (1977):
Kappa Strength of agreement 
0,1 poor
0.01-0.20 slight
0.21-0.40 fair
0.41-0.60 moderate
0.61-0.80 substantial
0.81-1.00______almost perfect
Table 5 shows the agreement between the doctors and the GHQ on the identification of 
psychological problems amongst the patients. This table includes only those who were 
both assessed by the doctors and completed the GHQ. The patients for whom the doctors 
felt that they did not know if a psychological problem was involved are excluded from the 
data, which reduces the number of patients included in the analysis to 398.
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The doctors and the GHQ scores agreed on the identification of 110 patients with 
psychological problems. Out of the 163 patients with problems identified by the doctors, 
the GHQ did not identify 53. Out of the 198 patients identified with problems by the 
GHQ, the doctors did not observe such problems for 88 patients. A kappa analysis 
showed significant agreement, that is, an agreement above expected agreement of chance. 
According to the rough guide provided above by Landis and Koch (1977), the strength of 
the agreement is ‘fair’.
Table 5.
Agreement between doctors and GHQ on the identification 
of psychological problems amongst the patients
Identification of psychological 
problems by doctors
%
of agreement Kappa
Problem No
problem Total
GHQ score Problem 110 88 198 65 .29*
No problem 53 147 200
Total 163 235 398
* p<000
Table 6 shows the agreement of identification of psychological problems between each 
doctor and the GHQ. A kappa analysis showed significant agreement between the GHQ 
scores and 6 doctors, that is, agreement above expected agreement by chance. Clearly, the 
kappa for some of the doctor is estimated from a very small sample of patients. If the 
number of patients would be increased, there might be considerable sampling variation in 
the values of kappa obtained.
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Table 6. Agreement between each doctor and GHQ on identification of
______________  psychological problems amongst the patients ________
(N=398)
Psychological 
problems identified 
by the GHQ
Doctor Problem No % of
Problem agreement Kappa
1 Doctor’s identification Psychological problem 5 2 82 .65 *
No problem 0 4
2 Doctor’s identification Psychological problem 7 5 77 .56 **
No problem 0 1 0
3 Doctor’s identification Psychological problem 2 0 80 .62
No problem 1 2
4 Doctor’s identification Psychological problem 1 2 56 . 0 0
No problem 2 4
5 Doctor’s identification Psychological problem 7 3 71 .41
No problem 2 5
6 Doctor’s identification Psychological problem 3 2 46 - , 0 2 2
No problem 5 3
7 Doctor’s identification Psychological problem 3 1 54 .15
No problem 5 4
8 Doctor’s identification Psychological problem 1 0 4 76 50 ***
No problem 4 15
9 Doctor’s identification Psychological problem 1 0 55 .09
No problem 1 0 1 1
1 0 Doctor’s identification Psychological problem 6 5 45 - . 1 2
No problem 6 3
1 1 Doctor’s identification Psychological problem 7 2 70 4Q ****
No problem 5 9
1 2 Doctor’s identification Psychological problem 6 3 6 8 .34
No problem 5 1 1
13 Doctor’s identification Psychological problem 9 2 6 8 .33
No problem 4 4
14 Doctor’s identification Psychological problem 4 0 60 .29
No problem 8 8
15 Doctor’s identification Psychological problem 9 2 87 72 *****
No problem 0 4
16 Doctor’s identification Psychological problem 1 3 6 8 .03
No problem 4 14
17 Doctor’s identification Psychological problem 3 3 55 . 1 0
No problem 2 3
18 Doctor’s identification Psychological problem 1 2 8 57 -.09
No problem 1 0
19 Doctor’s identification Psychological problem 3 0 76 4 7  ******
No problem 4 1 0
2 0 Doctor’s identification Psychological problem 0 1 33 -.23
No problem 5 3
2 1 Doctor’s identification Psychological problem 3 2 63 . 2 1
No problem 4 7
2 2 Doctor’s identification Psychological problem 7 2 63 .28
No problem 7 8
23 Doctor’s identification Psychological problem 1 1 55 .04
No problem 4 5
*p< 022; **p< 003; ***p< 004; ****p<.049; *****p<.004; ******p<.023
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Gender and age of individuals with psychological problems
Gender was rated for 174 patients out of 176 identified as having psychological problems 
by the doctors. Of those who were identified by the doctors as having psychological 
problems, 52 were males (34,4%) and 122 females (44,9%). The males in this group were 
aged 17-80 years (mean=50.78, SD=17,58) and the females were aged 16-86 years 
(mean=47.50, SD=18.12).
Table 7 shows the proportion of psychological problems identified by the doctors for 
males and females. The proportion of problems was calculated for 423 patients. The 
patients of which the doctors were uncertain in this respect, were excluded from the 
calculation. A chi-squared analysis showed a significant association between patients’ 
gender and the doctors’ identification of psychological problems amongst the patients 
(%2=.037,d£=l). More females than men tend to be identified with psychological 
problems.
Patients’ gender N=423
TotalMale Female
Psychological Problem 52 122 174
problem 34,4% 44,9% 41,1%
No 99 150 249
problem 65,6% 55,1% 58,9%
The doctors indicated the gender o f224 of the patients who completed the GHQ and were 
identified with psychological problems by the GHQ. Out of this group, 71 were males 
(31,7%) and 153 females (68,3%). The age was calculated for 66 males in this group. 
They were aged 16-88 years (mean=46.0, SD=19.96). The age was calculated for 139 
females and they were aged 16-88 years (mean=42.96, SD=19.28). Table 8 shows the 
proportion of psychological problems identified by the GHQ for males and females. A chi-
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squared analysis showed non-significant association between sex and identification of 
psychological problems amongst the patients (x2=.059,df=T,ns).
Table 8.
Problems identified by the GHQ and gender of patients
Patients' gender N=224
Male Female Total
GHQ Psychological 71 153 224
problem 43,0% 52,2% 48,9%
No problem 94 140 234
57,0% 47,8% 51,1%
The mean age for all patients identified by the doctors with psychological problems was 
48,29 years. The mean age for the group not identified with problems was 46,64 years. 
Among those whom the doctors were unsure of the mean age was 41,15 years.
An ANOVA analysis was used to find out if there were differences between the age of 
patients and doctors’ identification of psychological problems. A significant difference 
was found between age-groups with regard to doctors identification of problem (F 3.254, 
p<015). Post-hoc test showed no difference between age in the groups ‘problem’ and ‘no 
problem’, but those whom the doctors were were uncertain of were significantly younger 
than the group identified with problems. The ANOVA analysis also showed that this 
difference was unaffected by the gender of patients. That is, the fact that more women 
were detected with psychological problems was not related to the doctors’ difficulties with 
deciding whether psychological problems existed amongst young people.
The mean age of patients identified with psychological problems by the GHQ was 43, 89 
years. The mean age of patients not identified by the GHQ with psychological problem 
was 47,70 years. A t-test analysis showed a significant difference between age and the
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GHQ’s identification of psychological problems. The patients identified with 
psychological problems tended to be younger than those not identified with problems.
Table 9 shows the age of patients and doctors’ identification of psychological problems. 
Table 10 shows the age of patients and identification of problems by the GHQ.
Table 9.
Age of patients and identification of problems by the doctors
Psychological Problem
TotalProblem
No
Problem
I don't 
know
Age of patient 16-25 years 20 49 15 84
26-35 years 23 45 13 81
36-45 years 32 29 11 72
46-55 years 28 19 12 59
56-65 years 25 21 7 53
66-75 years 23 43 5 71
76-85 years 11 22 1 34
86-92 years 1 3 1 5
Total 163 231 65 459
Table 10.
Age of patients and identification of problems by the GHQ
GHQ Total Score
Total
Psychological
problem
No
problem
Age of 16-25 years 45 34 79
patient 26-35 years 40 38 78
36-45 years 33 35 68
46-55 years 26 32 58
56-65 years 23 20 43
66-75 years 26 36 62
76-85 years 12 21 33
86-and over 3 1 4
Total 208 217 425
Severity of psychological problems
Out of the 176 patients that the doctors identified with psychological problems, they rated 
the severity of the problem for 167 patients. The severity of the problem for 44 patients
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(25,0%) was rated as ‘minor’, for 104 patients (59,1%) as ‘moderate’, and for 19 patients 
(10,8%) as ‘ extreme’.
Frequency of particular types of psychological problems as rated by the GPs
Table 11 shows the frequency of particular types of psychological problems as rated by the 
doctors for 173 males and females. The emotional problems identified were primarily 
depression and/or anxiety. Although somatisation appears only for 4 patients in the table, 
it was reported together with other various emotional problems for 48 other patients, or 
for 29,5 % of all those identified with psychological problems.
Table 11.
Frequency of types of psychological problems amongst males and females
Sex of patient
TotalMale Female
Type of Depression 3 18 21
problem Depr/Anx 4 10 14
Anxiety 6 7 13
Psych .trauma 1 1
Somatoform 4 4
Life Stress 3 12 15
Bereavement 2 2
Relationship problem 2 2
PTSD 1 1 2
Psychosis 2 2
Schizophrenia 1 1
Manic-depressive 4 4
Alcohol/drug problem 3 3
Depression and other 12 20 32
Depression, Anxiety and other 5 14 19
Anxiety and other 4 21 25
Alcohol problem and other 3 3
Other 3 5 8
1 don't know 2 2
Total 52 121 173
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Management of Psychological Problems in Terms of Prescriptions
The doctors rated if they had made prescriptions for 171 patients identified with 
psychological problems. Table 12 shows that out of this group prescriptions were made 
for 96 patients (54,5%). Table 13 shows the distribution of prescriptions between males 
and females. A chi-squared analysis did not reveal significant association between sex of 
patient and prescription. Most of the prescriptions were for anti-depressants, anxiety- 
inhibiting medicine, and sleeping tablets.
Table 12.
Prescriptions
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid Prescription 96 54,5 56,1 56,1
Non prescription 75 42,6 43,9 100,0
Total 171 97,2 100,0
Missing 99 5 2,8
Total 5 2,8
Total 176 100.0
Table 13.
Prescription and Sex of patients
S ex  of patient
TotalMale Female
Prescription Prescription Count
% of 
Sex of 
patient
29
56,9%
66
55,9%
95
56,2%
Non Count 
prescription o/0 0f 
Sex of 
patient
22
43,1%
52
44,1%
74
43,8%
Total Count
% of 
Sex of 
patient
51
100,0%
118
100,0%
169
100,0%
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Management of Psychological Problems in Terms of Referrals
The doctors rated if they made referrals or not for 169 patients. Table 14 shows that out 
of this group 29 patients were referred to mental health professionals and elsewhere, that 
is, 6 patients were referred to psychologists, 14 to psychiatrists, 1 to a social worker, 2 for 
alcohol treatment, and 6 to others. The 6 referrals to ‘others’ by the doctors included 
referrals to a neurologist, a physiotherapist, for a blood test, to an acute department at a 
general hospital, to an orthopedist, and to a support group. The number of patients who 
were already receiving some sort of psychological/psychiatric services or social services 
was 24. The remaining 116 patients had no referrals. The doctors rated the reasons for 
non-referral for 138 patients. In the cases of 121 patients the doctors felt that a referral 
was not appropriate. 17 patients did not accept being referred elsewhere.
Table 14.
Referrals
Frequency Percent
Valid No referral 140 79,5
Referral to psychologist 6 3.4
Referral to psychiatrist 14 8,0
Referral to social worker 1 ,6
Referral to alcohol/drug o 1,1treatment
Referral to other 6 3,4
Total 169 96,0
Missing 99 7 4,0
Total 7 4,0
Total 176 100,0
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Table 15.
Referrals by each doctor
Referred to others
Total
No
referral Psychologist Psychiatrist
Social
Worker
Alcohol/drug
treatment Other
Doctor t 7 7
2 13 1 1 15
3 1 1 2
4 1 1 1 3
5 9 1 10
6 4 4
7 3 1 4
8 10 2 3 1 16
9 1 1
10 8 4 1 13
11 8 8
12 7 2 1 10
13 13 13
14 2 2
15 11 11
16 4 4
17 4 2 6
18 17 1 3 1 22
19 2 2
20 1 1
21 4 4
22 9 9
23 2 2
Total 140 6 14 1 2 6 169
Table 15 shows the distribution of referrals between doctors. Out of 23 participating 
doctors, 10 doctors referred the 29 patients with psychological problems to mental health 
professionals and others. These 10 doctors were consulted by 57,4 % of the patients 
identified with psychological problems. The remaining 13 doctors did not make any 
referrals.
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Table 16.
Types and frequency of psychological problems referred to others
Referred to others
No Social Alcohol
referral Psychologist Psychiatrist Worker treatment Other Total
Depression 17 4 1 22
Depression and Anxiety 11 3 14
Anxiety 12 1 13
Somatoform 3 3
Life Stress 15 1 16
Bereavement 2 2
Relationship problem 2 2
PTSD 1 1
Psychosis 2 2
Schizophrenia 1 1
Manic-depressive 3 1 4
Alcohol/drug problem 3 3
Depression and Other 29 2 1 32
Depression/Anxiety and 
Other 14 1 3 1 19
Anxiety and Other 17 2 3 2 24
Alcohol Probl. and Other 1 1 1 3
Other 5 1 6
1 don't know 2 2
Total 140 6 14 1 2 6 169
Table 16 shows the types and frequency of psychological problems referred elsewhere
The perceived need for psychological services in settings
The doctors answered the question whether they would have referred a patient to a 
psychologist if available in the setting for 168 patient identified with psychological 
problem. Table 17, shows that they would have referred 37 patients to such a 
psychologist. They were unsure about 55 patients, and would not have referred 76 
patients.
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Table 17.
Doctors' referrals to psychologist if 
available in the setting
Frequency Percent
Valid Yes 37 21,0
No 76 43,2
1 don’t 
know 55 31,3
Total 168 95,5
Missing 99 8 4,5
Total 8 4,5
Total 176 100,0
Table 18.
Referrals to psychologists if available in settings and type of 
psychological problem
Referral o psych, if in setting
TotalYes No
I don't 
know
Type of Depression 1 9 11 21
problem Depression and Anxiety 3 4 7 14
Anxiety 1 8 4 13
Somatoform 2 1 3
Life Stress 13 3 16
Bereavement 1 1 2
Relationship problem 1 1 2
PTSD 1 1
Psychosis 2 2
Schizophrenia 1 1
Manic-depressive 3 1 4
Alcohol/Drug problem 2 1 3
Depression and Other 3 16 13 32
Depression/Anxiety and Other 13 4 1 18
Anxiety and Other 12 6 6 24
Alcohol Problem andOther 2 1 3
Other 1 2 4 7
I don't know 1 1 2
Total 37 76 55 168
Table 18 shows the types of psychological problems that the doctors found suitable or 
unsuitable for psychologists if within settings. Out of the 37 referrals which the doctors
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would have referred to a psychologist on site, 3 were rated as ‘minor’, 27 as ‘moderate’, 
and 7 as ‘extreme’. Table 19 shows the distribution between doctors of referrals to 
psychologists on site if available. 12 doctors would not have referred any patient to a 
psychologist but 8 doctors felt that they did not know if they would have done so for 23 
patients.
Table 19.
Referrals by each doctor to a psychologist if 
available in setting
Referral to psych. If In setting
TotalYes No
I don't 
know
Doctor 1 3 4 7
2 4 5 6 15
3 1 1 2
4 1 2 3
5 3 6 9
.6 1 3 4
7 2 2 4
8 3 11 2 16
9 1 1
10 1 7 5 13
11 3 1 2 6
12 3 4 3 10
13 2 6 5 13
14 2 2
15 1 9 2 12
16 1 3 4
17 4 1 1 6
18 14 4 4 22
19 1 1 2
20 1 1
21 1 4 5
22 7 2 9
23 2 2
Total 37 76 55 168
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Doctors’ perception of psychological care provided in general practice
The questionnaire examining doctors’ attitude to psychological services was completed by 
40 doctors, 35 males (72,7%) and 8 females (18,2). 23 of the doctors participated in the 
3 health care settings involved and the remaining doctors worked at various primary health 
care settings in the capital area of Reykjavik. Out of this group, 35 doctors rated their 
age. The age range of this group was 24 to 65 years (mean=44,86, SD=7,50). The 
youngest doctor in this group was a medical student.
Of the 23 doctors who participated in the 3 health care settings, 19 completed the 
questionnaire about their attitudes to psychological services. 17 of these rated their age 
which was 24 to 65 years (mean=45,12, SD=9,88).
The doctors were asked if they ever had referred a patient to a psychologist. Out of 40 
doctors who answered the question, 38 had made such a referral.
A 5-point rating scale was completed by the doctors, concerning their perception of 
psychological care provided in the general practice. The scale ranged from ‘Always’ to 
‘Never’ and referred to 7 questions on the following: availability of time for assessment 
and management of psychological problem, adequate training in psychological 
assessments, access to psychological services and preference for working with 
psychologist on site.
Table 20 shows the doctors’ responses to these questions (see appendix J for individual 
tables).
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Table 20. Doctors’ perception of psychological care in general practice
N=44 Always Often Sometimes Seldom Never Missing Total
Do you feel that you have got enough time 
to assess potential psychological problems ?
23
52,3%
13
29,5%
4
9,1%
4
9,1%
44
100%
Do you feel you have had enough training 
in assessing psychological problems?
2
4,5%
30
68,2%
8
18,2%
4
9,1%
44
100%
Do you feel that you have got enough time 
to manage psychological problems?
11
25,0%
16
36,4%
12
27,3%
1
2,3%
4
9,1%
44
100%
Do you feel you have got a good access to 
psychological services?
2
4,5%
12
27,3%
10
22,7%
15
34,1%
5
11,4%
44
100%
Would you like to have the opportunity to 
refer a patient to psychological services 
within your setting?
4
9,1%
12
27,3%
20
45,5%
3
6,8%
1
2,3%
4
9,1%
44
100%
Would you like to be able to work closely 
with a psychologist in terms of assessment 
and management of psychological 
problems?
3
6,8%
12
27,3%
20
45,5%
5
11,4%
4
9,1%
44
100%
Do you think it is more easy to refer a 
patient to a psychiatrist than a 
psychologist?
3
6,8%
20
45,5%
12
27,3%
4
9,1%
1
2,3%
4
9,1%
44
100%
Doctors’ attitudes towards referrals to psychologists
A 5-point rating scale was completed by the doctors, concerning their attitudes towards 
referrals to psychologists. The scale ranged from ‘totally agree5 to ‘totally disagree5 and 
referred to 22 conceivable reasons for reluctance to refer patients to psychologists. 
Initially the intention was to factor analyse the items in an attempt to reveal possible 
factors that may influence doctors5 decision on referrals to psychologists. Unfortunately, 
the number of participating doctors was not large enough for such an analysis. Table 21 
shows the doctors5 responses to conceiveable reasons for reluctance to referrals (see 
appendix J for individual tables).
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Table 21. Conceivable reasons for doctors’ reluctance to referrals to psychologists
Totally
agree
Somewhat
agree
Neither
nor
Somewhat
disagree
Totally
disagree Miss Total
I feel competent to treat most 
psychological problems myself.
0 13
29,5%
15
34,1%
6
13,6%
5
11,4%
5
11,4%
44
100%
Patients have difficulties with 
accepting that they may have 
psychological problems.
7
15,9%
10
22,7%
11
25,0%
10
22,7%
1
23%
5
11,4%
44
100%
I don’t know what sort of problems 
are appropriate to refer to 
psychologists.
0 3
6,8%
4
9,1%
14
31,8%
18
40,9%
5
11,4%
44
100%
Psychological therapies have not 
proved to be effective.
1
23%
1
23%
14
31,8%
13
29,5%
10
22,7%
5
11,4%
44
100%
It is too costly for the individual to 
make use of psychological services.
18
40,9%
16
36,4%
2
4,5%
0 3
6,8%
5
11,4%
44
100%
I feel that I would loose personal 
contact with the patients if I referred 
them to a psychologist.
0 9
20,5%
10
22,7%
16
36,4%
4
9,1%
5
11,4%
44
100%
Psychological services are not paid for 
by the national health service.
19
43,2%
11
25,0%
4
9,1%
0 3
6,8%
7
15,9%
44
100%
Inadequate feedback from 
psychologist on outcome of referral.
18
40,9%
10
22,7%
4
9,1%
5
11,4%
1
23%
6
13,6%
44
100%
While psychological therapies are not 
more effective, little can be done by 
psychologists.
0 2
43%
9
20,5%
19
433%
9
20,5%
5
11,4%
44
100%
I don’t have much faith in 
psychological therapies.
0 3
6,8%
3
6,8%
17
38,6%
16
36,4%
5
11,4%
44
100%
I have little knowledge about the 
methods that psychologists use in 
their practice.
3
6,8%
9
20,5%
11
25,0%
13
29,5%
3
6,8%
5
11,4%
44
100%
I don’t know enough about the 
outcome of psychological therapies 
offered by psychologists.
0 10
22,7%
14
31,8%
12
273%
3
6,8%
5
11,4%
44
100%
I would feel that I am letting the 
individual down by referring him to a 
psychologist.
1
23%
1
23%
2
4,5%
8
183%
27
61,4%
5
11,4%
44
100%
Because patients have to pay for 
psychological services themselves
12
273%
18
40,9%
5
11,4%
1
23%
2
4,5%
6
13,6%
44
100%
I find it difficult to suggest 
psychological therapy due to existing 
stigma.
1
2 3 %
0 4
9,1%
11
25,0%
23
523%
5
11,4%
44
100%
Some patients may find it humiliating 
to be referred to a psychologist.
0 0 9
20,5%
15
34,1%
15
34,1%
5
11,4%
44
100%
Some patients may become annoyed if 
referred to a psychologist
0 2
4,5%
10
22,7%
17
38,6%
10
22,7%
5
11,4%
44
100%
The doctors should be able to manage 
psychological problems themselves.
1
23%
17
38,6%
16
36,4%
5
11,4%
0 5
11,4%
44
100%
I don’t know if psychologists have the 
qualification to manage the patients.
0 6
13,6%
15
34,1%
12
273%
6
13,6%
5
11,4%
44
100%
I am in a position to offer 
psychological therapy myself.
1
23%
11
25,0%
17
38,6%
7
15.9%
3
6,8%
5
11,4%
44
100%
Some patients can not afford 
psychological services.
19
433%
16
36,4%
1
23%
0 2
4,5%
6
13,6%
44
100%
I am not sure when it is appropriate to 
refer a patient to a psychologist
0 1
23%
2
4,5%
16
36,4%
20
45,5%
5
11,4%
44
100%
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3.3.4 DISCUSSION
The results of the present study indicate that a high proportion of patients consulting the 
doctors in these 3 primary health care settings in Iceland are suffering from psychological 
problems. The proportion of emotional problems amongst the patients seems to be 
somewhere between 35%, according to identification by the GPs, and 45% as identified by 
the GHQ. Consistent to other studies (i.e. Goldberg, 1972), females were found to be 
more likely to be identified with psychological problems than the males by the doctors. 
However, detection of problems by the GHQ did not reveal significant difference between 
sexes in terms of psychological problems. The proportion of patients identified with 
problems by the doctors seems to be similar for the 3 settings, that is, just over one third of 
the patients in each setting. This is fairly consistent with other findings (Pereira Gray, 
1988).
There was wide individual variation between doctors in terms of identification of 
psychological problems. There may be an interaction between the doctor and his practise 
population and that medical attitude influence the amount and type of morbidity with 
which the doctor has to contend. Over a period of time a doctor may accumulate on his 
list certain types of patients. Thus, a doctor interested in psychological approach may 
attract more patients with psychological problems. Clearly further exploration, such as on 
doctors’ training and knowledge in this field, might cast light on this matter.
The results also revealed wide disagreement between individual doctors and the GHQ, in 
terms of identification of problems. A likely reason for this is that people may present to 
the doctors with physical rather than psychological symptoms. In line with Wrights (1990) 
suggestion, this may be the main reason for doctors’ failure to detect hidden psychiatric
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morbidity among patients presenting psychological distress in a somatic form (Wright, 
1990).
The reason for what appears to be doctors’ uncertainty about whether young patients 
suffer from psychological problems, may have roots in young people’s unwillingness to 
disclose such problems to the doctors or doctors’ failure to detect cues from younger 
people, e.g. presenting with psycho-somatic problems.
Although all suicides can never be prevented amongst young people, these findings 
suggests that assessment of psychological problems amongst young people recurrently 
coming to GPs should be carefully considered. This has been indicated by Appleby et al. 
(1996). This has clearly implications for the counselling psychologist working within the 
primary health care settings for further explorations. Moreover, it may be of value for the 
counselling psychologist placed in a primary care setting not only to deal with individual 
cases but to consider how the service could be changed to meet more effectively the 
psychological needs of the clients in that setting. This could be done through guidance on 
the identification/management of a specific group o f ‘at risk patients’, e.g. young people 
who may frequently consult a doctor about ‘physical problems’ but who may actually be 
presenting psycho-somatic symptoms.
Results from the GHQ identification of psychological problems indicated that people 
identified with psychological problems were significantly younger than patients not 
identified with psychological problems by the GHQ. This supports the assumption that 
doctors feel more uncertain about psychological problems amongst the younger than the 
older.
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In this present study, just over half of the patients identified with psychological problems 
by the doctors primarily presented physical problems, and only a small proportion of the 
patients primarily presented psychological problems.
In accordance with previous studies (Goldberg and Huxley, 1992; Cape, 1996), the 
emotional problems identified by the doctors in the present study were primarily 
depression and/or anxiety. The small number of patients presenting ‘relationship issues’ 
within the consultations may reflect that those with difficulties in relationships may be less 
likely to disclose such problems to their doctor than those with anxiety or depression, 
which can be viewed as having medical origin. There is medication which can be 
prescribed for the treatment of anxiety and depression but none that can be prescribed for 
difficulties in relationships. In other words, depression and anxiety may be perceived by 
the patient as being more acceptable in this kind of setting than relationship difficulties. 
However, perhaps there would be more presentations of relationship difficulties and other 
various psychological problems within the consultations if the patient knew that the doctor 
would refer him or her to a psychologist within the setting. In other words, having, e.g. a 
counselling psychologist as a part of the primary health care team would perhaps 
’normalise' psychological problems, make them more acceptable and, at the same time, 
reduce prejudice.
In terms of the GPs’ management of identified psychological problems, the vast majority 
of the patients seem to have been managed by their doctors, and relatively few were 
referred to mental health professionals, which is consistent with other studies (e.g. 
Goldberg and Huxley, 1980; Wilkinson, 1989). Information was not collected about 
psychological intervention offered by the GPs to distressed patients. Some doctors may 
indeed have offered some sort of psychological management, most probably in the form of
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listening, discussions and simple forms of counselling. The main intervention made by the 
doctors would seem to have been in the form of prescriptions, mainly for anti-depressants 
and anxiety-inhibiting medication. However, a large proportion of the patients thought, by 
the doctors, to suffer from emotional distress seem to have been managed by the doctors 
without any prescription or referrals to mental health professionals.
One of the reasons for such a small number of referrals to mental-health agencies may be 
that people do not accept referrals elsewhere, e.g., because they are not at all willing to be 
referred to an extramural psychologist or a psychiatrist due to the stigma attached to it. 
This does not seem to be the case for the majority of patients in the present study. For the 
vast majority of psychological problems identified amongst the patients, the doctors 
themselves felt that it was inappropriate to refer them to mental health professionals or 
other agencies, and only in few cases referrals seems to have been discussed and not 
accepted by patients.
The perceived need amongst the GPs for specialised psychological services to be 
integrated in their practice was measured by asking them if they would have referred a 
patient with emotional problems to a psychologist if available in their setting. Although 
the doctors did not seem equally keen on referring their patients to psychologists in the 
setting, the overall results indicate that they might welcome such an arrangement.
In some cases, the doctors’ ability to offer support or sympathy may be adequate or all 
that is needed. However, time-pressure may render the doctors unable to offer more than a 
brief chat and sometimes a prescription. In many cases, a referral to a psychiatrist would 
not be appropriate, because it is not the symptoms that need to be ‘treated’ so much as the
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patient’s personal situation. Also, a psychiatric referral both carries the implication and 
stigma of being seen as mentally ill and medicalizes what may be common life-problems.
An attempt was made to explore factors that may influence the doctors’ decision on 
referrals. Just over half of the doctors felt that they had enough time to assess potential 
psychological problems, and the majority felt that they had had enough training in the 
assessment of such problems.
Although this present study indicates that most psychological problems detected by the 
primary health care doctors are managed by the doctors themselves, the majority of the 
doctors felt that they only sometimes or seldom had enough time to manage psychological 
problems. The majority felt that they only sometimes or seldom had good access to 
psychological services, which may be one of the main reasons for such few referrals. 
However, the vast majority of doctors felt that they would like to have the opportunity to 
refer a patient to psychological services within the setting and to be able to work closely 
with a psychologist when assessing and managing psychological problems.
The majority of doctors felt that it easier to refer a patient to a psychiatrist than to a 
psychologist, which may explain why the relatively few number of referrals made by the 
doctors in the present study were more frequently directed to psychiatrists rather than 
psychologists.
However, the experience of referrals to psychologists may have influenced the doctors’ 
views on referrals. The majority of doctors had some experience from referring patients 
to psychologists. All in all, the doctors seemed to have faith in psychological therapies. 
However, they did not seem pleased with feedback from psychologists on the outcome of
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referrals, and the majority felt that the feedback was inadequate. These findings are 
similar to the study conducted by Shepherd et al. (1981), where one of the factors 
influencing GPs’ referrals to psychiatrists was inadequate feedback. This clearly has 
implication for counselling psychologists and psychologists in general, in terms of 
professional awareness and competence.
Threat to the doctors’ identity might have influenced their decision about referrals. About 
one third of them felt that they would be reluctant to refer a patient to a psychologist 
because they personally felt competent of treating psychological problems. About the 
same proportion of doctors felt that they where in a position to offer psychological therapy 
themselves and that they should be able to manage such problems themselves.
Most of the doctors did not agree that perhaps they would be reluctant to refer a patient 
because they felt uncertain about when it was appropriate. They seemed to be more 
confused about their knowledge of methods used by psychologists, therapy out-comes, 
and psychologists’ qualifications. This may have implication for the informative role of the 
counselling psychologist in primary care. Most of the doctors somewhat or totally 
disagreed to being reluctant to refer a patient to a psychologist because of stigma attached 
to it.
The results indicate that economic factors influence the doctors’ decision about referrals. 
The vast majority of doctors felt that they would be reluctant to refer a patient to a 
psychologist because the patients would not afford it, because they would have to pay for 
such services entirely by themselves unsupported by the national health service. The 
majority felt that such service was too costly for the patients. These results strongly
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indicate that there is a need for some expenditure on behalf of the Icelandic health 
authorities towards psychological services in primary health care.
Although limitations of this study do not allow the result to be applied in general to 
primary health care settings, the frequency of psychological problems and management in 
terms of referrals in the three settings give a strong indication of an existing need for 
psychological services within primary health care. Furthermore, in line with Knight’s 
(1995) explorations on what counselling psychologists actually do, the present study 
indicates that psychological counselling would seem to be highly appropriate for the vast 
majority of the kind of emotional problems detected by the GPs.
Word count: 9046 words
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APPENDIX C
SPURNINGALISTIFYRIR HEILSUG/ESLUL/EKNA Pass: / / /
Vinsamlega svaraSu eftirfarandi spumingum fyrir hvem J>ann einstakling yfir 16 ara aldri 
sem kemur \ vidtal.
HLUTI I: UPPLYSINGAR UM EINSTAKLING
1) Karl □ Kona □ Aldur____
2) Sjukdomsgreining ny og/eda eldri ef him a enn vid:
Fyrst og fremst vefraen DFyrst og fremst salraen □ Vefraen og salraen □ Veit ekki □
3) Astaeda komu einstaklings til )rin i dag?
Vefraen vandamalD Salraen vandamalD Vefraen og salraen vandamalD 
Veit ekki □
4) Telur ad einstaklingurinn eigi vid salraen vandamal ad strida?
Ja □ Nei □ Veit ekki □
4b) Ef 'ja', hvernig myndir f)u meta salraent astand bans a eftirfarandi kvarda?
Vaeg salraen vandamal 1 2 3 4 5 6 7 Alvarleg salraen vandamal
5) Hvers konar salraent vandamal heldur j)u ad einstaklingurinn eigi vid ad strida?
Vaegt JninglyndiD Kliniskt JjunglyndiD KvidiD Salraent afallD Salvefraen eink. □ 
StreitaD SorgarvidbrogdD Samskiptaordugleikar □ Afallaroskun (PTSD)D
Sturlun (psychosis) □ Gedklofi □ GedhvarfaroskunD
Afengis/fikniefiia vandamal □ Veit ekki □ Annad, vinsamlega skilgreinid:________
HLUTI H: MEDHONDLUN EINSTAKLINGS:
Utfyllist einungis fyrir {)a sjuklinga sem f)u telur eiga vid salraen vandamal ad strida:
6) Lyfjamedferd Ja □ Nei □
7) Hvada lyf? Svefnlyf □ Verkjalyf □ Funglyndislyf □ Kvidastillandi lyf □
Anti-psychotisk lyf □ Annad, vinsamlega skilgreinid:____
8) Einstaklingi visad til: Engin tilvisun □ SalfraedingsD GedlaeknisD FelagsradgjafaD 
Afengis/fikniefna medferd □ Annad, vinsamlega skilgreinid:________
9) Ef einstaklingi var ekkert visad, hver af eftirtoldum astaedum a best vid i jiessu tilfelli:
Eg taldi tilvisun ekki videigandi □
Vidkomandi einstaklingur samjjykkti ekki tilvisun □
10)Hefdir |)u visad vidkomandi einstaklingi til salfraedings innan stofnunarinnar ef sa 
moguleiki hefdi stadid til boda? Ja □ Nei □ Veit ekki □
11) Nytur |)essi einstaklingur nu J)egar einhvers konar salfraedi^jonustu?
Ja □ NeiD Veit ekki □
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APPENDIX D
QUESTIONNAIRE FOR DOCTORS IN PRIMARY CARE Date: / /
Kindly complete the following questionnaire for each individual over 16 years of age coming to you. 
PART I: INDIVIDUAL'S DETAILS
1) MaleD FemaleD Age___
2) Diagnosis new and/or previous if it is still applying:
Primarily physical □ Primarily Psychological □ Physical and Psychological □
I don’t know □
3) Reason for the individual is consulting you today?
Physical □ Psychological □ Physical and Psychological □ I don't know □
4) Do you think that this individual has psychological problems?
Yes □ NoD I don't know □
4b) If 'yes', how would you rate his psychological state on the following scale?
Minor psychological problems 1 2 3 4 5 6 7 Extreme psychological problems
5) What kind of psychological problem do you think the individual suffers from?
Depression □ Clinical depressionD AnxietyD
Psychological trauma□ Psychosomatic□ Life-stressD 
Bereavement □ Relationship problem□ PTSDD
Psychosis □ Schizophrenia □ Manic/depressive □
Alcohol/drug problemD I don't knowD Other, please specify:____________________
PART II: MANAGEMENT
To be completed only for those that you think suffer from psychological problems.
6) Medication prescribed: Yes □ No □
7) What kind of medication? Sleeping tablets □ Painkillers □ Anti-depressants □
Anxiety inhibiting □ Anti-psychotic □ Other, please specify:________________
8) Referred to others: Non referral □ Psychologist □ Psychiatrist □
Social worker□ Alcohol/drug treatment □ Other, please specify: _____ _________ __
9) If the individual was not referred anywhere, which of the following reason is appropriate in
this case: -A referral was not seen as appropriate by meD
-The individual did not agree to a referral □
10)Would you have referred this individual to a psychologist if the service was available in your 
setting? Yes □ No □ I don't knowD
11)Is this individual already getting some kind of psychological service?
Yes □ No □ I don't know □
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APPENDIX E
Spurningalisti fyrir laekna um salfraediJ>jonustu f almennri heilsugaeslu.
Karl □ KonaD Aldur____
Hve lengi hefur Jiu verid starfandi laeknir?____
Vinsamlega settu x i videigandi reit viS eftirfarandi spumingar:
1. Finnst |)er f>u hafa naegan tfma til ad meta/greina hugsanleg salraen vandamal a 
medal Jjeirra einstaklinga sem til |nn leita?
AlltafD Oftast □ Stundum □ Sjaldan □ Aldrei □
2. Finnst |>er Jiu hafa naegilega J)jalfun til ad greina vandamal af salraen um toga a 
medal |ieirra sem til |nn leita?
AlltafD Oftast □ Stundum □ Sjaldan □ Aldrei □
3. Finnst |>er J)u hafa naegan tima til ad medhondla salraen vandamal hja Jjeim 
einstaklingum sem til |>m leita med |)ess konar einkenni?
AlltafD Oftast D Stundum D Sjaldan D Aldrei D
4. Telur J>u J)ig eiga greidan adgang ad salfraedi|>j6nustu fyrir |>a einstaklinga sem til 
|rin leita med einkenni af salraenum toga?
AlltafD Oftast D Stundum D Sjaldan D Aldrei D
5. Vildir |)ii eiga |>ess kost ad geta visad einstaklingi sem til {nn leitar til 
salfraediJ)jonustu innan jjinnar stofnunar/heilsugaeslu?
AlltafD Oftast D Stundum D Sjaldan D Aldrei D
6. Vildir |m geta haft naid samstarf vid salfraeding hvad vardar salfraedilegt mat og
medhondlun jjeirra einstaklinga sem til |)fn leita med vandamal af salraenum toga? 
AlltafD Oftast D Stundum D Sjaldan D Aldrei D
7. Telur |)u i>ad greidari leid ad visa einstaklingi til gedlaeknis frekar en til 
salfraedings ef (m telur [)drf a salfraedilegu mati/medferd fyrir einstakling sem til 
|nn leitar?
AlltafD Oftast D Stundum D Sjaldan D Aldrei D
8. Hefur |>ii einhvern tima visad einstaklingi, sem til |iin leitar, til salfraedings?
JaD Nei D
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Vinsamlega merktu vid \ {>ann reit sem J>er finnst best eiga viS J)ig med tilliti til eftirfarandi 
stadhaefinga. Flestar stadhaefingarnar tengjast beint vidhorfi frinu til salfraedi})j6nustu.
Eg er oft tregur/treg til ad visa einstaklingi sem til min leitar til salfraedings, vegna J>ess ad:
Algjorlega Algjorlega
sammala osammala
1. - personulega finnst mer eg geta 
medhondlad flest salraen vandamal 
sem eru til stadar medal beirra sem
til min leita. □ □ □ □ □
2. - sumir einstaklingar eiga erfitt med ad saetta 
sig vid, ad J>eir geti att vid salraen vandamal
ad strida. □ □ □ □ □
3. - eg veit ekki hvers konar salraenum
vandamalum er videigandi, ad visa til salfraedings. □ □ □ □ □
4. - salfraedileg medferd einstaklinga hefur hingad
til ekki reynst arangursrik. □ □ □ □ □
5. - eg veit litid um Jiaer adferdir sem
salfraedingar nota i sinu starfi. □ □ □ □ □
6. -Jjader of kostnadarsamt fyrir 
vidkomandi einstakling ad nota f>jonustu
sdlfraedinga. □ □ □ □ □
7. - mer myndi finnast eg missa personuleg tengsl 
vid vidkomandi einstakling med f>vi ad
visa honum/henni til salfrtedings. □ □ □ □ □
8. - salfraedibjonusta er ekki greidd af
heilbrigdisyfirvoldum fyrir einstaklinginn. □ □ □ □ □
9. - mer finnst eg ekki hafa fengid fiillnaegjandi 
upplysingar til baka (feedback) um arangur 
tilvisunar, Jjegar eg hef visad einstaklingi
til salfraedings. 0  □ □ □ □
10.-a medan sdlfraedimedferdir bera ekki meiri 
arangur en raun ber vitni, hafa salffaedingr litid
ffam ad leggja. □ □ □ □ □
11 .-eg hef ekki mikla trn a gagnsemi
salraenna medferda. □ □ □ □ □
188
Eg er oft tregur/treg til ad visa einstaklingi sem til min leitar til salfraedings, vegna |>ess:
Algjorlega Algjorlega
sammala osammala
12.-eg veit ekki naegilega mikid um arangur
Jjeirra medferda sem salfraedingar bjoda. □ □ □ □ □
13 .-med Jdvi, finnst mer eg vera ad
bregdast einstaklingi sem til min leitar. □ □ □ □ □
14. -einstaklingurinn J)arf ad greida
fyrir J)annig Jjjonustu sjalfur. □ □ 0  □ □
15.-mer finnst erfitt ad leggja til medferd
hja salfraedingi vegna rikjandi fordoma um 
slika medferd.
16.-einstaklingnum gaeti fundist J>ad nidurlaegjandi
ad lata laekninn sinn visa ser til salfraedings. □ □ □ □ □
17. -sumir einstaklingar gaetu modgast ef J)eim
vaeri visad til salfraedings. □ □ □ □ □
18.-eg tel ad heimilis-/heilsugaeslulaeknar 
eigi sjaLfir ad geta medhondlad salraen
vandam&l jDeirra sem til j)eirra leita. □ □ □ □ □
19.-eg veit ekki hvort salfraedingar eru haefir til
ad medhdndla vidkomandi einstakling. □ □ □ 0  □
20.-eg hef adstddu til ad bjoda upp a
vidtalsmedferd sjalfur/sjaLf. ' □ □ □ □ □
21 .-sumir einstaklingar hafa ekki rad a l>annig
Jjjonustu. □ □ □ □ □
2 2 .-eg veit ekki hvenaer er videigandi ad visa
einstaklingi til salfraedings. □ □ □ □ □
Takk fyrir
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APPENDIX F
Questionnaire for GPs about psychological services in primary health care 
Male □ Female □ Age_
For how many years have you been in practice?____
Kindly place an X in the box which applies best to each of the numbered question.
1. Do you feel that you have got enough time to assess potential psychological problems 
amongst the individuals coming to see you?
Always □ Often □ Sometimes □ Seldom □ Never □
2. Do you feel you have had enough training in assessing psychological problems amongst 
the individuals coming to see you?
Always □ Often □ Sometimes □ Seldom □ Never □
3. Do you feel that you have got enough time to manage psychological problems amongst 
the individuals coming to see you?
Always □ Often □ Sometimes □ Seldom □ Never □
4. Do you feel that you have got a good access to psychological services for those 
individuals coming to see you suffering from psychological problems?
Always □ Often □ Sometimes □ Seldom □ Never □
5. Would you like to have the opportunity to refer an individual coming to see you to 
psychological services within your setting?
Always □ Often □ Sometimes □ Seldom □ Never□
6. Would you like to be able to work closely with a psychologist in terms of assessment 
and management of psychological problems amongst the individuals coming to see 
you?
Always □ Often □ Sometimes □ Seldom □ Never □
7. Do you think it is more easy to refer an individual coming to see you to a psychiatrist 
rather than a psychologist if you feel that psychological assessment and/or therapy is 
needed.
Always □ Often □ Sometimes □ Seldom □ Never □
8. Have you ever referred an individual coming to see you to a psychologist?
YesD NoD
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Please tick in the box which applies best to each of the following statements. Most of the 
statements directly relate to your attitude towards psychological services.
I am reluctant to refer an individual consulting me to a psychologist, because:
1. - personally I feel competent to treat most of the
psychological problems amongst individuals 
coming to see me.
2 . - some individuals have difficulties in accepting
that they may have psychological problems. □
3. - I don't know what kind of psychological problems
would be appropriate to refer to a psychologist. □
4. - until now, psychological therapies have
not proved to be effective. □
5. - I know little about the methods psychologists
use in their practice. □
6 . - it is too costly for the individual to make use of
psychological services. □
7.- I would feel that I am loosing personal contact 
with the individual by referring him or her
to a psychologist □
8 . - psychological services are not paid for the
individual by the national health authorities. □
9.- I feel that feedback from psychologists 
on outcome of referrals have been
inadequate □
1 0 .- while psychological therapies are not 
more effective, there is little to be done
by psychologists. □
1 1 . - 1  do not have much faith in psychological
therapies □
1 2 . - 1  don't know enough about outcome of
psychological therapies offered by psychologists □
13.- I would feel that I am letting the individual down □
Totally
agree
□ □
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
0
□
□
□
□
□
□
□
□
□
□
□
□
□
□
□
Totally
disagree
□
□
□
□
□
□
□
□
□
□
□
□
□
I am reluctant to refer an individual consulting me to a psychologist, because:
Totally Totally
agree disagree
14. - the individual has to pay for such a service
him-or herself. □ □ □ □ □
15.- I find it difficult to suggest psychological therapy 
to an individual because of the existing stigma
about psychological/psychiatric illness □ □ □ □ □
16. - some individuals may find it humiliating to be
referred to a psychologist by their GP □ □ □ □ □
17. - some individuals might become annoyed
if referred to a psychologist □ □ □ □ □
18. - 1 think that GPs should be able to manage
psychological problems amongst their attenders
themselves □ □ □ □ □
19. - 1 don't know if psychologists have the
qualification to manage the individual. □ □ □ □ □
20. - 1 am in a position to offer psychological therapy
myself □ □ □ □ □
21 .-some individuals do not afford such a service. □ □ □ □ □
22. - 1 am not sure of when it is appropriate to refer an
individual to a psychologist □ □ □ □ □
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APPENDIX H 
Til heilsugaeslulaekna Reykjavik, 4. april 1997
Kaeri heilsugaeslulaeknir,
Med brefi £>essu fer eg })ess godfuslega a leit, a6 J)u adstodir mig vid gagnasofnun 
vegna fyrirhugadrar rannsoknar a tidni og medhondlun salraenna erfidleika a medal 
f>eirra einstaklinga sem saekja Jjjonustu heilsugaeslustodva a Stor-Reykjavikursvsedinu 
og a Akureyri. Fyrir Jjessa gagnasofnun hef eg utbuid serstakt eydublad sem eg bid J)ig 
ad fylla ut, strax eftir vidtal i 3 daga, fyrir hvern J)ann einstakling yfir 16 ara aldri sem 
kemur til })in a heilsugaeslustod. Ad auki fylgir med spumingalisti um vidhorf laekna til 
salfraedifjjonustu i almennri heilsugaeslu. heir einstaklingar sem til f)in leita Jjessa daga 
verda bednir um ad fylla ut spumingalista um almenna lidan og heilsu, the General 
Health Questionnaire, a medan J>eir bida a bidstofunni.
Mikilvaegt er ad laeknar a vidkomandi heilsugaeslustod skipti med ser dogum, til daemis, 
ef atta laeknar taka j)att i rannsokninni, safni §orir laeknar gognum fra manudegi til 
midvikudags og adrir §orir fra midvikudegi til fostudags. hannig fast gogn fra ollum 
dogum vikunnar sem er mikilvaegt til ad nidurstodur fullnaegji krdfum um marktaekni.
Rannsoknin er gerd i })eim tilgangi ad:
1) Kanna tidni salraenna erfidleika a medal einstaklinga sem saekja J)jonustu 
heilsugaeslulaekna a §orum heilsugaeslustodvum a Stor-Reykjavikursvaedinu.
2) Kanna hvers konar salraen vandamal eru einkennandi fyrir J)ann hop einstaklinga 
sem myndi visa til salfraedings.
3) Kanna valkosti heilsugaeslulaekna hvad vardar medhondlun einstaklinga sem eiga 
vid salraena erfidleika ad strida t.d. lyijamedferd og moguleika a tilvisun til 
annarra.
4) Kanna vidhorf heilsugaeslulaekna til salfrsedijjjonustu i almennri heilsugaeslu.
Eg lauk BA profi i salfraedi fra Haskola Islands 1991, MSc profi i heilsusalfraedi fra 
University of Surrey 1994 og er nu ad ljuka 3ja ara hagnytu doktorsnami fra sama 
Haskola i medferdar- og radgefandi salfraedi (Psych D. psychotherapeutic and 
counselling psychology), hessi rannsokn er hluti af doktorsverkefiii minu undir 
handleidslu Dr. Evanthiu Lyons, lektors i adferdaffaedi vid Haskolann i Surrey.
Fyrirhugud rannsokn er hugsud sem innlegg um aukid samstarf laekna og salfraedinga i 
almennri heilsug^slu og um leid baetta heilbrigdis{)j6nustu a Islandi.
Med vinsemd og von um samstarf,
Agnes Agnarsdottir 
Geddeild Landspitala 
V/Eiriksgotu
101, Reykjavik, simi 5601680
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APPENDIX I
Translation from Icelandic o f the letter to doctors.
Dear doctor,
With this letter I kindly request your co-operation with gathering data because of my 
research project which involves examining the frequency and management of 
psychological problems among GP's attenders in primary care in Iceland. In order to 
gather the data, the enclosed questionnaire has been designed, which I kindly ask you 
to complete immediately after each consultation, for all patient over 16 years of age, 
visiting you, for three consecutive days in your practise. In addition, I enclose a 
questionnaire about doctors attitude to psychological services. The individuals coming 
to you these particular days, will be asked to complete the General Health 
Questionnaire while they are waiting in the waiting-room. This study is anonymous 
and the questionnaire will not include any information which could identify the patient 
involved or the doctor.
It is important that the participating doctors at the medical centres, perform this on 
different days of the week. For example, if eight doctors participate in the same 
surgery, then four doctors would collect the data from Monday to Wednesday and the 
other four from Wednesday to Friday. In that way, all days of the week are 
represented which is important in order to fulfil requirements of significance.
The purpose of the study is to:
1. Examining the frequency of psychological problems identified by the GPs amongst 
general practice attenders.
2. Identifying particular types of psychological problems presented to the GPs which 
might be suitable for specialised psychological intervention.
3. Examining GPs1 management of consultations amongst patients identified with 
psychological or psychiatric problems in terms of prescriptions and referrals.
4. Examining doctors attitude towards psychological services in primary care.
I was granted BA degree in psychology at the University of Iceland in 1991, MSc 
degree in health psychology at the University of Surrey in 1994 and I am now studying 
for a doctoral degree in psychotherapeutic and counselling psychology at the 
University of Surrey. This research is a partial fulfilment of my doctorate degree, 
supervised by Dr. Evanthia Lyons at the University of Surrey.
This research is intended to increase future co-operation between general practitioners 
and psychologists, and hopefully better psychological care in primary health care 
services in Iceland as well. Your co-operation is greatly appreciated.
Your sincerely,
Agnes Agnarsdottir
Department of psychology, University of Surrey,
Guildford, Surrey, GU2 5XH
APPENDIX J 
Individual tables on attitudinal measures
Enough time to assess potential psyhological 
problems?
Frequency Percent
Valid Often 23 52,3
Sometimes 13 29,5
Seldom 4 9,1
Total 40 90,9
Missing 4 9,1
Total 4 9,1
Total 44 100,0
Had enough training in assessing  
psychological problems?
Frequency Percent
Valid Always 2 4,5
Often 30 68,2
Sometimes 8 18,2
Total 40 90,9
Missing 4 9,1
Total 4 9,1
Total 44 100.0
Enough time to manage psychological 
problems ?
Frequency Percent
Valid Often 11 25,0
Sometimes 16 36,4
Seldom 12 27,3
Never 1 2,3
Total 40 90,9
Missing 4 9,1
Total 4 9,1
Total 44 100,0
Have got a good access to psychological 
services?
Frequency Percent
Valid Always 2 4,5
Often 12 27,3
Sometimes 10 22,7
Seldom 15 34,1
Total 39 88,6
Missing 1 2,3
4 9,1
Total 5 11,4
Total 44 100,0
Would like the opportunity to refer to 
psychological services within setting?
Frequency Percent
Valid Always 4 9,1
Often 12 27,3
Sometimes 20 45,5
Seldom 3 6,8
Never 1 2,3
Total 40 90,9
Missing 4 9,1
Total 4 9,1
Total 44 100,0
Like to be able to work with a psychologist 
when assessing and managing psychological 
problems?
Frequency Percent
Valid Always 3 6,8
Often 12 27,3
Sometimes 20 45,5
Seldom 5 11,4
Total 40 90,9
Missing 4 9,1
Total 4 9,1
Total 44 100,0
More easy to refer to psychiatrist than a 
psychologist ?
Frequency Percent
Valid Always 3 6,8
Often 20 45,5
Sometimes 12 27,3
Seldom 4 9,1
Never 1 2,3
Total 40 90,9
Missing 4 9,1
Total 4 9,1
Total 44 100,0
Feel competent to treat most psychological problems
Frequency Percent
Valid Somewhat agree 13 29,5
Neither nor 15 34,1
Somewhat disagree 6 13,6
Totally disagree 5 11,4
Total 39 88,6
Missing 1 2,3
System Missing 4 9,1
Total 5 11,4
Total 44 100,0
Patients have difficulties with accepting that they may 
have psychological problems
Frequency Percent
Valid Totally agree 7 15,9
Somewhat agree 10 22,7
Neither nor 11 25,0
Somewhat disagree 10 22,7
Totally disagree 1 2,3
Total 39 88,6
Missing 1 ,2 ,3
System Missing 4 9,1
Total 5 11,4
Total 44 100.0
Don't know what problems are appropriate to refer to a 
psychologist
Frequency Percent
Valid Somewhat agree 3 6,8
Neither nor 4 9,1
Somewhat disagree 14 31,8
Totally disagree 18 40,9
Total 39 88,6
Missing 1 2,3
System Missing 4 9,1
Total 5 11,4
Total 44 100.0
Psychological therapies have not proved to be effective
Frequency Percent
Valid Totally agree 1 2,3
Somewhat agree 1 2,3
Neither nor 14 31,8
Somewhat disagree 13 29,5
Totally disagree 10 22,7
Total 39 88,6
Missing 1 2,3
System Missing 4 9,1
Total 5 11,4
Total 44 100,0
Little knowledge about methods that psychologists use
Frequency Percent
Valid Totally agree 3 6,8
Somewhat agree 9 20,5
Neither than 11 25,0
Somewhat disagree 13 29,5
Totally disagree 3 6,8
Total 39 88,6
Missing 1 2,3
System Missing 4 9,1
Total 5 11,4
Total 44 100,0
It is too costly for the individual to make use of 
psychological services
Frequency Percent
Valid Totally agree 18 40,9
Somewhat agree 16 36,4
Neither than 2 4,5
Totally disagree 3 6,8
Total 39 88,6
Missing 1 2,3
System Missing 4 9,1
Total 5 11,4
Total 44 100,0
Feel that I would loose personal contact with the patient if 
I referred him or her to a psychologist
Frequency Percent
Valid Somewhat agree 9 20,5
Neither nor 10 22,7
Somewhat disagree 16 36,4
Totally disagree 4 9,1
Total 39 88,6
Missing 1 2,3
System Missing 4 9,1
Total 5 11,4
Total 44 100,0
Because psychological services are not paid for by the 
national health service
Frequency Percent
Valid Totally agree 19 43,2
Somewhat agree 11 25,0
Neither nor 4 9,1
Totally disagree 3 6,8
Total 37 84,1
Missing 3 6,8
System Missing 4 9,1
Total 7 15,9
Total 44 100,0
Inadequate feedback from pscyhologist on outcome of
referral
Frequency Percent
Valid Totally agree 18 40,9
Somewhat agree 10 22,7
Neither nor 4 9,1
Somewhat disagree 5 11,4
Totally disagree 1 2,3
Total 38 86,4
Missing 2 4,5
System Missing 4 9,1
Total 6 13,6
Total 44 100.0
While psychological therapies are not more effective, 
little can be done by psychologists
Frequency Percent
Valid Somewhat agree 2 4,5
Neither than 9 20,5
Somewhat disagree 19 43,2
Totally disagree 9 20,5
Total 39 88,6
Missing 1 2,3
System Missing 4 9,1
Total 5 11,4
Total 44 100,0
I don't have much faith in psychological therapies
Frequency Percent
Valid Somewhat agree 3 6,8
Neither nor 3 6,8
Somewhat disagree 17 38,6
Totally disagree 16 36,4
Total 39 88,6
Missing 1 2,3
System Missing 4 9,1
Total 5 11,4
Total 44 100,0
I don't know enough about outcomes of psychological 
therapies offered by psychologists
Frequency Percent
Valid Somewhat agree 10 22,7
Neither than 14 31,8
Somewhat disagree 12 27,3
Totally disagree 3 6,8
Total 39 88,6
Missing 1 2,3
System Missing 4 9,1
Total 5 11,4
Total 44 100,0
I would feel that I am letting the individual down by 
referring him to a psychologist
Frequency Percent
Valid Totally agree 1 2,3
Somewhat agree 1 2,3
Neither than 2 4,5
Somewhat disagree 8 18,2
Totally disagree 27 61,4
Total 39 88,6
Missing 1 2,3
System Missing 4 9,1
Total 5 11,4
Total 44 100,0
The patients have to pay for such services themselves
Frequency Percent
Valid Totally agree 12 27,3
Somewhat agree 18 40,9
Neither nor 5 11,4
Somewhat disagree 1 2,3
Totally disagree 2 4,5
Total 38 86,4
Missing 2 4,5
System Missing 4 9,1
Total 6 13,6
Total 44 100,0
Difficulties with suggesting psychological therapy due 
to existing stigma
Frequency Percent
Valid Totally agree 1 2,3
Neither nor 4 9,1
Somewhat disagree 11 25,0
Totally disagree 23 52,3
Total 39 88,6
Missing 1 2,3
System Missing 4 9,1
Total 5 11,4
Total 44 100,0
Some patients may find it humiliating to be referred to a 
psychologist
Frequency Percent
Valid Neither nor 9 20,5
Somewhat disagree 15 34,1
Totally disagree 15 34,1
Total 39 88,6
Missing 1 2,3
System Missing 4 9,1
Total 5 11,4
Total 44 100,0
Some patients may become annoyed if referred to a 
psychologist
Frequency Percent
Valid Somewhat agree 2 4,5
Neither nor 10 22,7
Somewhat disagree 17 38,6
Totally disagree 10 22,7
Total 39 88,6
Missing 1 2,3
System Missing 4 9,1
Total 5 11,4
Total 44 100,0
The doctors should be able to manage psychological 
problems themselves
Frequency Percent
Valid Totally agree 1 2,3
Somewhat agree 17 38,6
Neither nor 16 36,4
Somewhat disagree 5 11,4
Total 39 88,6
Missing 1 2,3
System Missing 4 9,1
Total 5 11,4
Total 44 100,0
I don’t know if psychologists have the qualification to 
manage the patients
Frequency Percent
Valid Somewhat agree 6 13,6
Neither nor 15 34,1
Somewhat disagree 12 27,3
Totally disagree 6 13,6
Total 39 88,6
Missing 1 2,3
System Missing 4 9,1
Total 5 11,4
Total 44 100,0
I am in a position to offer psychological therapy myself
Frequency Percent
Valid Totally agree 1 2,3
Somewhat agree 11 25,0
Neither nor 17 38,6
Somewhat disagree 7 15,9
Totally disagree 3 6,8
Total 39 88,6
Missing 1 2,3
System Missing 4 9,1
Total 5 11,4
Total 44 100,0
Some patients do not afford psychological services
Frequency Percent
Valid Totally agree 19 43,2
Somewhat agree 16 36,4
Neither nor 1 2,3
Totally disagree 2 4,5
Total 38 86,4
Missing 2 4,5
System Missing 4 9,1
Total 6 13,6
Total 44 100,0
I am not sure when it is appropriate to refer 
a patient to a psychologist
Frequency Percent
Valid Somewhat agree 1 2,3
Neither than 2 4,5
Somewhat disagree 16 36,4
Totally disagree 20 45,5
Total 39 88,6
Missing 1 2,3
System Missing 4 9,1
Total 5 11,4
Total 44 100,0
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